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THE FUTURE OF THE FAMILY DOCTOR 
ADDRESS BY LORD HORDER 


A meeting of the St. Pancras Division of the B.M.A. was 
held at the House of the Association on January 11, when 
an address was delivered by Lord Horder on the future 
1 the family doctor. Dr. L. S. T. Burrell was in the 
chair. 

Lord Horper began by saying that all was not well 
with the family doctor, who found himself obstructed in 
his work, his work to some extent discredited; he had 
lost caste, he was discouraged, and he felt insecure about 
his own future and the future of his profession. The 
actual position was not quite as bad as that bald summary 
suggested, but each of the statements was true ; some of 
them were true of all doctors, and all of them were true 
of some. Perhaps the thing that bothered the family 
doctor most of all was the sense of insecurity, the feeling 
that he did not fit into the scheme of things, that he had 
not found his proper niche. It was possible to conceive 
the family doctor, given plenty of help from without and 
initiative from within, finding his proper place in the 
modern developments with regard to health ; but not only 
had the function of the family doctor in respect to a 
general scheme of national health never been defined, it 
had never been properly considered. Inasmuch as the 
family doctor remained in this country the one person 
who, in the majority of cases, kept direct contact with the 
citizen in health matters, when difficulties arose he was 
the one to be “ shot at,” or his place was taken from him 
by some part of a machine with which he was not officially 
associated. 

The family doctor (Lord Horder believed) was capable 
of being the most valuable member that society possessed. 
Society was aware of this fact, and it was because the 
doctor stood so high in public esteem that when fiction 
degraded his standing the story quickly became a “ best 
Seller.” In the Potteries it was said that it took several 
generations to become a master potter ; a man had to be 
sure of himself and of the material on his wheel. It was 
the doctor who had the common clay at his mercy, and 
he too was the product of many generations. Although 
such a body of men and women could not be called into 
being by an edict, it could be crippled badly in the 
carrying out of its work, and crippled in two ways. To 
take a military metaphor, it could be starved of ammuni- 
tion, so that, although it knew where the enemy’s trenches 
lay and the exact range, it could make no effective 
advance, or, again, its communications might be defective, 
so that trenches taken could not be held. 


Co-ordination of Medical Services 


If co-ordination of medical services was to be achieved 
it could be done in one of two ways. The whole of the 
present services could be scrapped, far too loosely linked 
as they were seen to be, and a State medical service 
substituted. This would, of course, entail chaos and an 
enormous expenditure of public money. Indeed only 
“ bloody revolution ~ and a restart from “ scratch * would 
make such a thing possible. A vast experiment of this 
kind was actually proceeding in Russia. The Soviet 
doctor was not a private practitioner but a civil servant. 
A scientific medical council advised the Commissariat in 
all health matters, the question of fees was eliminated, 
medical services were given through centres of various 
kinds. But certain basic desiderata were not preserved. 
The Russian scheme of socialized medicine allowed neither 
free choice of doctor nor continuity of medical care. 

The other way was by so moulding things as they 
were as to integrate medical services in a practicable 
fashion while still maintaining the private doctor as the 
family medical adviser. With him as a principal liaison 
officer between the homes of the people and the statutory 
medical services, those services could function to their 
full extent. If the family doctor were left out of the 
picture these services would remain only partially used— 
as those responsible for their administration lamented was 
now the case. Again, if the family doctor were left out, 
the most important thing in medicine was missing— 
namely, diagnosis in its widest sense. This was by far 
the most valuable part of the practitioner’s function, the 
main purpose underlying his training. The standard of 
medical care all over the country might be so lowered that 
these fine health services became congested, and then the 
slogan would be not to make more use but less use of 
the services. Without the mediation of the doctor, how 
were the common folk to link up with the health services? 


Basic Principles 


After mentioning with approval the Gloucestershire 
experiment, which illustrated the lines of solution of many 
of the problems facing the family doctor, Lord Horder 
asked what were the basic principles that doctors were 
agreed upon in the matter of health services. It was 
agreed that preventive and curative services should be 
available for all members of the community, that the 
family doctor himself was indispensable for securing 
these, that free choice of doctor and continuity of medical 
care must be maintained, that the doctor should have 
easy access to institutional facilities and to consultant 
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and specialist help on behalf of his patients, that there 
should be means of making contact with the family as 
a unit both when fit and when any member of it was 
sick, and, finally, that the doctor should be encouraged 
and helped to maintain his efficiency after qualification. 
Preventive medicine was of two kinds. There was the 
official organization with its highly expert army, whose 
function it was to protect the community from scourges 
and to raise the level of public health, but there was also 
the equally important and much larger body of practi- 
tioners who, by their contact with individual citizens, were 
able to detect the earliest signs of deviation from health 
and prevent these from developing into disease. This 
latter function of the practitioner in relation to preventive 
medicine was what he had in mind, not the public health 
aspect so called. In passing he commented on the litera- 
ture issued by some contributory schemes, which seemed 
*to ignore the private doctor entirely. Rich firms whose 
employees were included in the membership of such 
schemes en masse were surely overlooking the fact that 
they were exploiting to some extent the charitable public 
which kept the voluntary hospitals alive. 


The Doctor and His Colleagues 


With regard to the maintenance of the doctor's efficiency 
after qualification, the State was slow to discharge its 
duty in this respect, and the remedy for a time must be 
found from within. The isolation of doctors, especially 
in country districts, was dreadful to contemplate. Partner- 
ship helped to some extent, and service at local hospitals 
helped even more, as also did regular attendance at 
meetings of B.M.A. Divisions. But postgraduate facilities 
must be extended, and in this connexion specialists and 
consultants must pull more weight. 

The doctor himself—if he had been that sort of man— 
must change his own attitude of defeatism, and instead of 
being suspicious of his colleagues, of officialdom, and 
even of his patients, must realize that he could have 
control of the situation, as indeed he could. He should also 
take pains to meet as many of his colleagues as possible 
in the course of his work, visiting hospitals and clinics, 
attending medical meetings, and, if he could not find 
opportunities like these in his district, he should get his 
friends together and make them. If he was not on the 
“panel” he should ask himself why and whether his 
reasons were adequate. If he was too precious for the 
“panel” he was just the sort of doctor the “ panel” 
needed. He should try to cater for his intelligent patients 
rather more than he did, and be prepared to give simple 
explanations to them just as much as he gave dictation 
to the less intelligent. In this way he would send the 
patent medicine monger out of the business. And in one 
week in every four—one week to begin with—he should 
throw all the wholesale chemists’ blandishments into the 
fire, and thereby he could give his patients more thought 
instead of making them a market for commercial enter- 
prise. The doctor should also remember that he was a 
public servant, and could be the most powerful of public 
servants, for good or for harm, that society had yet 
evolved. 

With the doctor no longer ploughing a lonely furrow, 
a better result would be achieved than by socialized 
medicine. This was not a question of politics, of the left 
or the right, but of whether the doctor had the courage. 
and independence to adapt himself to the world he lived 
in rather than to the world in which his father or grand- 
father had lived. The world of medicine, large as it was, 
must be moulded to fit the still larger world of mankind. 
For medicine was made for man, not man for medicine. 
Therefore he would say to “Dr. Smith”: “Do not be 

defeatist ; remember that you are indispensable, make 
yourself more indispensable still. Make yourself still 
more worthy of what the poor patient, who is nearest 
the fundamentals of life, thinks of you. He thinks you 
his best friend, both when he is sick and when he is well. 
You and your colleagues are the ‘ thin red line * to protect 
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what would otherwise be defenceless. Protect him from 
ignorance, pretentiousness, and rigorous officialism. Pre| 
serve this attitude, and the future of the family doctor 
is assured.” 
Discussion 
Dr. G. C. ANDERSON (Secretary, British Medical Asso. 
ciation) said that gratitude was due to Lord Horder for 
the interest he had taken in these important problems, 
He knew that Lord Horder was trying to fill some of the 
blanks which were evident in the Health Campaign when 
it started. His own mind went back to the Royal Com. 
mission on National Health Insurance, whose report em- 
phasized the need for placing the family doctor in the 
central scheme of things. In the annual reports of the 
Chief Medical Officer of the Ministry of Health it was 
repeatedly stated that the family doctor was the pivot 
of the health services of the country. The same idea 
was expressed in the report of the Departmental Com.- 
mittee on Scottish Health Services, and also in the recent 
admirable survey of PEP. Yet since the Insurance Act 
of 1911 there had been no single piece of legislation which 
had brought the family doctor more to the front: no 
attempt had been made by any Minister either to extend 
the services to bring in the doctor or to fit the doctor 
into the communal services of the country. He was tired 
of this lip service, unsupported by action. The British 
Medical Association had for years been evolving policies, 
and it had now arrived at the stage when those policies 
must be made known to the public. It had to tell the 
public boldly the manner in which the health services of 
the country ought to develop. He thought there was a 
wonderful opportunity before a Minister of Health. One 
of the greatest statesmen who ever lived declared that 
the health of the people was the paramount consideration 
of the State, yet Minister after Minister did nothing to 
follow up and improve upon the splendid start which 
was made when the national health insurance system came 
into existence twenty-seven years ago. 


A Minister might well consider whether the present 
system of local government was the ideal method of 
administering public health services. Indeed, how could 
it be when it was controlled by people who were elected 
to office in their localities on political grounds, and who, 
generally speaking, knew nothing whatever about health 
problems? It was a significant point in this connexion 
that public health authorities had not exercised the power 
given to them under the Local Government Act, 1933, to 
co-opt members of the medical profession on to the 
public health committees. He pleaded for a more intelli- 
gent interest in these problems on the part of the pro- 
fession itself. Members should be careful to study what 
was written in the various publications of the Associa- 
tion, and to endeavour to bring their influence to bear 
upon the community through their patients. He was a 
great believer in the system of insurance for the pro- 
vision of medical attendance. The money required to set 
up an adequate family doctor service in this country was 
paltry as compared with the regrettable, though necessary, 
expenditure on armaments. 


Dr. MAITLAND RADFORD (medical officer of health, St. 
Pancras) said that in talking of family doctor provision 
the economic condition of the family must be borne in 
mind. During the twenty-seven years since the passing 
of the Insurance Act the economic circumstances of 
working-class families seemed to become more and more 
the governing factor in the situation. It was accepted that 
they could not be self-supporting in respect of education 
and of housing, and it was doubtful whether they could 
be self-supporting in respect of food, and the same con- 
siderations applied to medical attendance. Dr. Radford 
protested against the idea that the whole-time official of 
the State or municipality was necessarily bound by red 
tape ; he knew many people in the whole-time service of 
whom that was not a true description. Dr. A. J. CLARKE 
thought that the gist of the matter was that every indi- 
vidual should have the right to free medical treatment, 
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just as he had the right to free education for his children, 
although in medical treatment no more than in education 
would all citizens avail themselves of the State provision. 
As things stood, with the division of services between 
national health insurance and the county and borough 
councils, it was pessible for a family of four—father, 
mother, school child, and infant—to be in the hands of 
four quite different medical services. 


Dr. L. W. Batten said that he did not feel “ defeatist ” 
at all, to quote Lord Horder’s word. He did not believe 
that his job as a private practitioner was going to dis- 
appear, nor that his son would not be able to succeed 
him if he so desired. This was a lunatic world, but it 
was not quite so lunatic as to allow the individualist 
doctor to fade out, especially when it was seen what very 
sad things happened to those who had not a family doctor 
and tried to do better without him. But the rest of the 
profession must help the general practitioner, first by 
speaking well of him, and secondly by not seeing patients 
behind his back. It was a thing that hurt when from 
time to time one’s patients went to a hospital, which 
welcomed them, never inquired from what doctor they 
came, gave them bottles of medicine, and told them to 
come back the- following week. He did not agree with 
Dr. Clarke that all medical service should be free ; people 
valued what they received in proportion to what they paid 
for it. Dr. Batten was also a little sceptical as to the 
stress which was laid upon preventive medicine. He wished 
somebody with authority would point out that their powers 
of diagnosing at first blush and nipping disease in the bud 
were strictly limited. The profession suffered a good deal 
through claiming or allowing others to claim too much for 
it. There was such a thing as going much too soon to the 
doctor. If people took “preventive” propaganda too much 
to heart they would become, first, a nation of neurotics, 
and, secondly, a people sadly disillusioned concerning the 
medical profession. Of course if people had an oncoming 
acute appendix it was another matter—but generally they 
had not! Dr. H. H. Sancuinett1 asked whether the 
hospitals were preparing an adequate proportion of their 
students to be general practitioners, or were mainly con- 
cerned to produce excellent hospital physicians and 
surgeons, leaving the others, whom they thought—often 
quite wrongly—to be less competent, to go out into general 
practice. The claims of the general practitioner should 
be considered much more in the curriculum. 


Dr. C. O. HAwTHoRNE said that as he listened to the 
debate he judged that the position and prospects of the 
general practitioner were very unfortunate, and there 
seemed to be an expectation that those prospects would 
be improved by some form of official intervention. Even 
Hampstead asked that official voices should speak 
favourably of the general practitioner. Was it the general 
experience of organized bodies of people engaged in a 
social service that their position was improved by official 
intervention? Was it not rather to be improved by the 
capacity of the individual who constituted the service? 
The general practitioner had existed for many generations, 

had been recognized as fulfilling a valuable function 
in the body politic. Had such a change come over the 
community as to make an end of all this? It would still 
remain true that people were knocked down by tramcars, 
that they had attacks of bronchitis and pneumonia, that 
they waked up in the night with mysterious pains, and 
suffered a hundred like eventualities. These conditions 
would remain, and someone had to provide a_ social 
service to meet them. If it came about by social or legis- 
lative arrangement that the attraction of that service, 
whether in respect of finance or of intelligent interest, were 
diminished, the quality of the service would inevitably be 
diminished too, and therefore it was important, he agreed, 
that the public should recognize that the general practi- 
tioner service was an essential element in the community. 
Could such a service be run by official regulation? After 
6 p.m. the medical officer of health retired to cultivate 
his garden, but the accidents and happenings he had just 


mentioned did not accommodate themselves to office 
hours, and there must be someone at hand to meet them. 
The main contribution to be made to the improvement— 
if improvement was necessary—of the general practitioner 
would be made by the general practitioner himself. It 
was those who helped themselves that the gods also 
contrived to help. 

The CHAIRMAN suggested that just as in legal proceedings 
a counsel would not work without a solicitor, so in 
medicine the consultant should not work without the 
family doctor. 


On the motion of Dr. E. A. Grecc a hearty vote of 
thanks was accorded to Lord Horder. 


THE PEP REPORT ON THE BRITISH 
HEALTH SERVICES 


Il. NATIONAL HEALTH INSURANCE 


This is the second of a series of articles on the report 
by Political and Economic Planning on British Health 
Services. The first, dealing with the general administra- 
tion of these services, appeared in the SUPPLEMENT of 
January 15, p. 25. 


The necessity for raising the status and increasing the 
usefulness of the general practitioner is a subject to which 
the PEP report returns again and again. After quoting 
the Committee on Scottish Health Services, which con- 
sidered that “the general practitioner, acting normally as 
family health adviser, is an indispensable instrument of 
national health policy,” PE P states: 


“For a variety of reasons general practitioners are rarely 
able in existing circumstances to fill the role thus marked out 
for them. Modern working-class practice has grown out of 
the old dispensary and ‘club’ systems, which were concerned 
solely with the treatment of sickness. Under the national 
health insurance system a similar service has been extended 
to large numbers of persons who did not previously get any 
medical treatment and the original service has much improved 
in quality. Nevertheless, the panel service and the general 
practitioner service provided in working-class areas is not as 
efficient as it might be under different circumstances. The 
panel doctor, at any rate in large towns, often has neither the 
facilities nor the equipment which, as precise diagnosis becomes 
daily more possible, are necessary to provide an adequate 
service. As a result he passes on his patients to the hospital 
and specialized clinics, and often enough he tends to become 
litle more than an agent for signing certificates. These 
tendencies are strengthened where, owing to the low remunera- 
tion he receives or the circumstances of the area in which 
he lives, the practitioner is forced to undertake more work 
than he can conscientiously perform. The panel doctor's 
difficulties are often further accentuated by the lack of clerical 
assistance and by the difficulty of obtaining laboratory services. 


* Personal contact between the panel doctor and his patients 
is also often lost, since the doctor and his family, fearing the 
social isolation of a poor urban area, live in more congenial 
surroundings while the doctor’s work is done from a lock-up 
surgery. Not only is the panel doctor isolated from his 
patients, he is also isolated from his fellow-doctors. Instead 
of his medical and intellectual interests being stimulated by 
constant co-operation with members of the profession, as 
occurs in hospital practice, they tend to wilt in the solitude 
of general practice. The growth of public health services 
which do not always take the general practitioner sufficiently 
into their confidence to secure the carrying out of health 
advice is a further obstacle.” 


One means of providing the desired “large body of 
well-educated and competent general practitioners gaining 
a reasonable livelihood and finding in their work interest 
and opportunities ” is to extend the scope of their useful- 
ness by making their services available for all persons, 
and another is to improve the conditions of insurance 
practice, which occupies a large proportion of their time. 
PEP therefore devotes many pages of its report to a 


cia- 
ear 
Sa 
set 
was 
ry, 
St. 
ion 
in 
ing 
of 
re 
vat = 
on 
ld 
n- 
rd 
of 
ed 
of 
cE 
t, 


40 Jan. 22, 1938 


description and criticism of the existing national health 
insurance system and to the discussion of the ways and 
means of extending it. 


Criticism of Existing Arrangements 


The first part of the criticism is concerned with adminis- 
tration. . After recapitulating the recommendations of the 
Royal Commission on National Health Insurance and 
the Departmental Committee on the Scottish Health 
Services for the transfer of the work of insurance com- 
mittees to committees of local authorities, the report con- 
siders at some length the position of approved societies. 
It will be remembered that although the Majority Report 
of the Royal Commission considered that there was no 
adequate alternative to approved societies, the Minority 
Report recommended their abolition. PEP details the 
anomalies and injustices that arise from the present 
system, and comes to the conclusion that there is a strong 
case for the supersession of approved societies by “a 
structure more suited to contemporary needs.” The 
Minority Report of the Royal Commission recommended 
that the work of approved societies should gradually 
be taken over by county councils and county borough 
councils, while the Majority Report recommended that 
the central Government departments should have greater 
control over the rules, administration, and expenditure 
of approved societies. PEP suggests. that another line 
of development lies in the conversion of additional treat- 
ment benefits into statutory benefits, the societies being 
left to administer only cash benefits. 


Among other shortcomings of the National Health 
Insurance Act are the arrangements for the administra- 
tion of maternity benefit. 


“ The lump sum will cover medical attention, but, being paid 
in cash, is often diverted to other pressing needs, leaving the 
doctor's and midwife’s fee still to be found. Where the 
mother is employed £2, or even £4, is of course quite in- 
adequate to compensate for loss of wages during the period 
of at least four weeks’ absence from work. Further, there is 
a great deal of confusion about the right of those women who 
are insured to claim sickness benefit when they are incapaci- 
tated from work by pregnancy. Some approved societies give 
the benefit without question, others refer the applicant to the 
regional medical officer. Hardship is endured by these women. 
who have to make a’ special journey to the office of that 
official, and sometimes, rather than do so, they forgo their 
rights. At the same time they are often debarred from drawing 
unemployment benefit. The adjudicating authorities of the 
Ministry of Labour are believed to regard the unemploved 
claimant as not ‘available for employment’ during the last 
eight weeks before confinement. The woman may, none the 
less, have a certificate from a doctor that she is fit for * light 
work.” A more complete system of health insurance might, 
of course, make provision for a cash maternity benefit to be 
paid in the four weeks preceding childbirth.” 


The absence of statutory provision of all desirable 
medical services for insured persons is one of the two 
chief defects of the present system. Although certain 
specialist treatment is available to the members of some 
societies as additional treatment benefits, there is a time 
limit before the benefit becomes obtainable, and the nature 
of the benefit varies with each society. The other defect 
is the failure to provide medical services “to very large 
sections of the poorer classes of the community. The 
largest gap affects the dependants of insured persons, 


mainly wives and children, but there is no provision to’ 


enable small traders and other persons working on their 
own account, with incomes of less than £250 per annum, 
to get medical services. Nor is there any scheme to 
provide medical services for those who are to be brought 
within the * Black-coated Workers” pension scheme.” 


Extension of Service 


Having thus considered the defects of the present health 
insurance system, PEP proceeds to discuss the question 
of whether an actual scheme, which is practicable and 
worth while, can be constructed for the extension of 
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general practitioner and other medical services by means 
of national health insurance or by any other method, 
The usual arguments for a State medical service as opposed 
to an insurance scheme are discussed, and the claims of 
an extension of the insurance principle are found to be 
superior : 

“ The service [a State or public medical service] would be 
financed by some combination of State grants, contributions 
from local rates, and recovery of costs from patients treated, 
which last would inevitably involve some kind of means test. 
Difficulty would arise in relating any such scheme to the 
existing national health insurance system. One _ possibility 
would be to abolish health insurance and compensate the 
existing contributors by guaranteeing them an appropriate 
measure of unconditional free benefit. This would secure a 
really comprehensive medical service. A less drastic alter- 
native would be to keep the existing scheme and to confine 
the public service to uninsured persons and to insured persons 
not already covered for the treatment in question. This would 
evidently give rise to an unfortunate administrative dualism, 
since health insurance would be preserved and another service 
would be set up alongside it. 


“ Even if it were conveniently possible to find the necessary 
funds for a public medical service from some source other 
than insurance, it is plain that the prior existence of a great 
and deeply rooted national health insurance system would be 
a very serious obstacle. But the surmounting of this obstacle 
hardly seems worth serious examination, because there is an 
even greater difficulty to be met first. 

“The crux of the problem is finance. Extended general 
practitioner and other medical services are bound to cost more, 
How and from whom is the additional money to be raised? 
It seems unlikely that the State and the local authorities could 
afford to shoulder the burden under existing circumstances. 
For some considerable time to come the service would have 
to be at least partially financed by the patients’ own payments. 
Thus the argument that a free service comparable to the 
educational service would be provided breaks down. The 
state of public finances would not permit it. There is. no 
reason to suppose that payments for services rendered are 
cheaper to collect than contributions, nor would it be con- 
sidered equitable to charge directly a person earning £150 per 
annum the same as a person earning £250 per annum. To 
meet this difficulty a means test would have to be introduced, 
and a means test always discourages the use of even an essential 
service. Further, the charge for medical services would fall on 
the family at a time of economic strain, particularly if the 
breadwinner had suffered from illness. 

“ If these arguments are valid it seems that the least burden- 
some way of raising the necessary sum would be through a 
more comprehensive scheme of contributory insurance. In 
fact the working class are prepared to pay considerable 
premiums for medical insurance without any forms of means 
test. Insurance payments are popular but means tests, how- 
ever mild, have become odious. Hence the extraordinary 
popularity of the hospitals contributory schemes, with nearly 
54 million subscribers of between 2d. and 4d. a week. These 
payments give the subscribers the right to free treatment in 
voluntary and very often in public hospitals without any in- 
quiries into means by the hospital almoner.” 

Numerically the most important section of the popula- 
tion outside the present national health insurance system 
consists of the non-wage-earning dependants of existing 
insured persons, and PEP considers that if the system 
were extended to include these persons there would be 
a case for extending it also to small traders and to others 
working on their own account with an income of less 
than £250 per annum and to their dependants. It is 
estimated that there are 15 million dependants of existing 
insured persons in Great Britain and 1,030,000 independent 
workers earning less than £250 a year outside the insurance 
scheme. These independent workers are estimated to have 
850,000 dependants. PEP is of opinion that administra- 
tive considerations might necessitate a voluntary scheme 
for these independent workers and their dependants. 

The calculation of the cost per head for the provision 
of medical benefit for dependants of existing insured 
persons is based on the figures given in the Report of 
the Committee on the Scottish Health Services: 


“ The cost of medical benefit to insured persons in Scotland 
in 1935 was at the rate of 12s. 4d. per head of the insured 
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THE P EP REPORT ON HEALTH SERVICES SUPPLEMENT ro THe 


population. This included the doctor's capitation fee of 9s., 
the charge for drugs and appliances (about Is. 114d.), mileage 
(about 7}d.), and insurance committee administration (a little 
over 64d.). The allowance made for drugs in England and 
Wales is 3s. Id... . 


“The Committee on the Scottish Health Services thought 
that a general practitioner attending all the members of one 
family would find the work less arduous than attending the 
same number of people in different households. A_ panel 
practitioner spends a certain amount of his time in dealing 
with the certificates which entitle his insured patients to various 
benefits or exemptions, but he would have far less work of 
this kind to do for dependants, since they would not, for 
example, draw cash benefits. It is probable that married 
women and young children would require more medical atten- 
tion than those persons now in insurance, although a practi- 
tioner’s terms of service would not cover attendance at con- 
finements or even ante-natal or post-natal examinations. The 
older children, however, who are under the school -medical 
service and suffer mainly from infectious diseases which are 
dealt with by statutory services, would probably require less. 
Therefore the Committee on the Scottish Health Services con- 
cluded that 6s. might be considered an adequate capitation fee. 
The other expenses, they considered, would remain about the 
same, except that mileage would be reduced to 4d. This would 
give a total figure of 8s. 10$d. per head per annum, or about 
9s. The Royal Commission on National Health Insurance 
in 1926, however, considered that a capitation fee of 9s. would 
probably be desirable even to maintain the existing standard 
of service. This would give a total figure of about 12s. per 
andl, The English allowance for drugs would bring it up 
to 13s.” 


These calculations assume that the general practitioner 
in insurance practice will give as good service as he 
does now, but, as PEP has shown, the present standard 
of service is not considered to be entirely satisfactory. 
This is due partly to the nature of the work and partly 
to the fact that “the average panel practitioner, in order 
to earn what he considers a reasonable remuneration, is 
practically compelled to take on more work than he is 
able to perform according to the highest standards under 
the present system.” It is emphasized that this is a 
criticism not of the doctor but of the system: 


“The largest number of persons a panel practitioner may 
have on his panel is 2,500, bringing him in a gross income 
of £1,125. One method of improving the panel service would 
be to decrease the total number of persons a doctor should 
be allowed to take. If the national health insurance system 
were extended to dependants it might be practicable to set a 
limit on the extent of a general practitioner's private practice 
in relation to his panel practice. Although the demand for 
medical services outside the panel service would be limited, 
there would nearly always be enough panel patients to enable 
the practitioner to obtain a sufficient income. But obviously 
this limit would be governed by the size of the capitation fee. 
For the higher the capitation fee was the lower the limit that 
could be fixed, and the higher the standard of service that 


could be demanded.” 
A table is given which shows the relation between 


the capitation fee and the possible number of panel 
patients a doctor could take. The following are a few 


Selected figures: 


Doctor’s Gross Income from Panel Practice on 
No. of the Basis of a Capitation Fee of — 
Persons on 
Panel 
6s. 9s. 12s. 
£ £ £ 
1,009 300 450 600 
2,500 750 1,125 1,509 
4,000 1,200 1,800 2,409 


PE P estimates finally that the cost of providing medical 
benefit for the 15 million dependants of the present 
insured class would be £9,000,000 at a capitation fee of 
9s. or £6,750,000 at a capitation fee of 6s. 


The other urgent need in connexion with the revision 
of the National Health Insurance Act is the extension of 
medical benefit to include consultant and specialist 
services. In the discussion of this subject PEP con- 
stantly refers to the Majority Report of the Royal Com- 
mission, and it bases its estimates of cost on the calcula- 
tions contained in that report. It will be remembered 
that the Royal Commission recommended that the 
specialist services should be confined to: (a) expert 
medical advice and treatment for persons who can travel 
to meet the specialist ; (b) expert advice for persons who 
are unable to travel; and (c) laboratory services. 
Specialist maternity services and specialist advice on 
dental or ophthalmic questions were not included because 
they were dealt with by separate services, and in-patient 
treatment in hospitals was also excluded, since accom- 
modation could not be guaranteed in the way that a 
contract of insurance would demand. PEP estimates 
that the provision of a specialist service restricted to the 
Royal Commission’s definition would cost about 
£2,000,000 for the present insured population and° the 
new juvenile group, £1,500,000 for their dependants, and 
£200,000 for independent workers and their dependants. 


PEP believes that the provision of specialist services 
would promote co-operation between general practitioners 
and specialists and improve the standard of service of 
the former. “The obligation to furnish the expert with 
a Statement of the case has a valuable educational 
influence. Further, the specialist's report on the case 
would help the practitioner.” The administrative arrange- 
ments recommended are those suggested by the Majority 
Report of the Royal Commission, but PEP disagrees 
with the Commission's recommendation that the specialist 
service should be built up without reference to the exist- 
ing services provided by the out-patient departments of 
the hospitals and by the local authorities. 


_ .““ The insurance committee would be responsible for organ- 
izing the scheme. Any doctor possessing the requisite quali- 
fications would be eligible. A list of doctors capable of 
performing the work would be prepared. This would include 
specially qualified practitioners who might be called in in 
acute cases to give a second opinion when a specialist was 
not available, which is often the case in sparsely populated 
areas. A mixed lay and medical committee, probably con- 
taining some medical men who were drawn from outside the 
area concerned, would be responsible for the scheme. Either 
the doctors might see the patients in their own consulting rooms 
or arrangements might be made for the work to be done at 
the hospitals. 

“ Nevertheless, the Majority Report of the Royal Com- 
mission did not define in any detail the nature of the service 
to be rendered, and it is apparent that where an insured person 
required even a minor operation entailing a day or a few 
hours in bed probably the proposed service would not provide 
it, since, for example, there would be no facilities in a 
specialist's consulting room. The Majority Report of the 
Royal Commission also expressly excluded in-patient hospital 
treatment, yet the line between a service of this kind and 
in-patient treatment is hard to draw. The creation of a 
service of the kind proposed would create a dualism in the 
health services which, while it might be temporarily justified, 
could hardly in reason be prolonged. This dualism, with the 
growth of public hospitals, would be greater now than it would 
have been in 1926. The dilemma presented by the suggestions 
for the creation of this service in fact only illustrates the need 
for a completely planned health service combining a general 
practitioner and a nursing service, the specialist and the 
hospital services. This is possible within an insurance scheme, 
but only if the insurance scheme is comprehensive enough to 
cover both general practitioner services and hospital services. 
We shall indicate in other chapters that this is probably the 
goal to be aimed at, and we regard any extension of health 
insurance on the lines suggested above as only a stepping- 
stone to securing this. We also consider that as far as possible, 
despite the difficulties suggested in the Majority Report of 
the Royal Commission, it should be integrated with existing 
services. Certainly we would deprecate the creation of any 
institutions which might be regarded as in any way competing 
with the existing public and voluntary hospitals, since there 
is already sufficient confusion in the hospital service without 
adding to it.” 
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The conversion of dental benefit into a statutory benefit 
is recommended, but with regard to ophthalmic services 
PEP considers that until some of the professional prob- 
lems are solved “ it would probably be premature to make 
ophthalmic benefit a statutory benefit.” 

Finally, as to maternity benefit PEP considers that 
provision should be made under the National Health 
Insurance Act for medical and other services during 
confinement and that the existing cash benefit should be 
reduced, 


“We have proposed that all the dependants of insured 
persons should be entitled to medical benefit, and therefore 
most pregnant women in the classes concerned would be under 
the supervision of their general practitioner from the beginning 
of pregnancy. But it would not be equitable to expect the 
general practitioners to carry out the ante-natal and post-natal 
work we have stated that we consider necessary as part of 
their normal duties on the basis of the capitation fees we have 
suggested. Therefore funds would have to be forthcoming to 
finance this service. In Scotland the new service is to be paid 
for by the local authorities, who will then be entitled to 
recover, it is suggested, about £1 10s. from every mother who 
avails herself of the service and can afford that sum. But 
in 1926 it was stated in the Majority Report of the Royal 
Commission on National Health Insurance that it was esti- 
mated that a service, which was less comprehensive because 
it made no provision for specialist services and only for one 
ante-natal and one post-natal examination, would cost £2 5s. 
for every confinement. It was considered that the midwife’s 
fee would be £1 10s., Ss. would be the fee due to the general 
practitioner to cover his risk of having to attend the confine- 
ment, and 10s. would be the fee for the two examinations 
Suggested. ... 

*““We have already argued the general case in favour of 
insurance rather than a recovery of cost system, and we 
consider that it is as applicable in the case of the maternity 
services as of any other services. We consider, however, that 
it could be linked to the existing maternity service schemes 
of local authorities, since these authorities could recover the 
cost of the service, or such proportion of the cost they con- 
sidered necessary, from the insurance fund. A reduced cash 
maternity benefit could be paid to the insured person, unless 
it was decided that maternity benefit should in the case, for 
example, of an insured woman, compensate her entirely for 
loss of wages in the four weeks after childbirth during which 
she may not work, or even during the six weeks or so before 
childbirth, during which many authorities consider she should 
not work. The arrangements we propose would enable the 
local authorities in England and Wales to create a service 
comparable to that existing in Scotland, although it might be 
modified to suit English conditions and be co-ordinated with 
the existing clinics.” 


PEP thinks that there is a possibility that if medical 
benefit were extended to the dependants of insured 
persons there would not be sufficient doctors to deal 
adequately with the new demands put upon them. Supply, 
however, would probably adjust itself in a comparatively 
short time, “since medical schools could be extended 
to deal with the demand, but there might be some 
undesirable lowering of the standard of entrance to the 
profession.” 


Summing up, PEP believes that the cost of extending 
national health insurance in the ways suggested is not 
prohibitive : 


“ Partly by savings on other insurances the working classes 
could probably afford to carry the burden of half the cost, 
The State, we consider, should finance’ the cost of the other 
half of the services and would in turn enjoy considerable off- 
setting savings as well as the advantages of a_ healthier 
population.” 


THE MEDICAL SECRETARIAT OF THE B.M.A. 


Dr. Leslie S. Potter, who is in general and consultant practice 
at Buxton and has been honorary secretary of the Buxton 
Division and Derbyshire Branch since their formation, has 
been appointed an Assistant Secretary of the Association, 
and will take up his duties on March 1. 


PUBLIC HEALTH NOTES 
Treatment of Tuberculosis in Resident Institutions 


The total number of beds available in this country for 
the treatment of tuberculosis remains more or less con- 
stant, though a steadily increasing proportion of patients 
are being treated in municipal hospitals and approved 
sanatoria instead of in Poor Law hospitals and institutions, 
Of the 24,600 beds in municipal hospitals and approved 
sanatoria occupied in 1936, approximately 18,000 were 
in institutions provided by public health authorities and 
6,600 in institutions provided by voluntary organizations, 
Many authorities are taking advantage of the oppor- 
tunities afforded by the need for replacing temporary build. 
ings or by the reorganization of “ appropriated ” general 
hospitals to concentrate all beds for the treatment of 
tuberculosis, so far as is practicable, in one institution, 
though, more commonly, independent provision is made 
for cases of tuberculosis of the bones and joints. 


Dr. Lissant Cox, in his report to the Lancashire County 
Council for 1936, discussing the question of whether ail 
cases of adult pulmonary tuberculosis should be treated 
in the same institution, says: “ Experience has shown that 


by the use of x rays and minor collapse therapy inf 


tuberculosis institutions—not too big, situated near the 
patients’ homes, superintended or attended by the tuber- 
culosis officer, and taking all types of pulmonary cases— 
prevention and treatment go hand in hand, and the title 
given to the institution—hospital or sanatorium—is of 
little importance.” He believes that “* tuberculosis institu- 
tions for pulmonary disease should treat on one and the 
same site the good, the bad, and the intermediate case, 
and treatment will often have to be of long duration.” 
The correct place, however, for the treatment of children 
up to 15 years with pulmonary tuberculosis depends on 
the type of case. He recommends that “those with 
positive sputum, indicating the adult type of pulmonary 
tuberculosis, should be provided with separate accom- 
modation at institutions for adult pulmonary cases; 


children with negative or no sputum should be treated at 


sanatorium schools; and children with indefinite symp- 
toms, generally known as the pre-tuberculous type, should 
attend open-air schools provided by the local education 
authority.” 


On the question of duration of institutional treatment, 
Dr. Lissant Cox says: 


“(a) Patients who are responding to institutional treatment 
are given a prolonged stay (six months and. over) so long as 
there is a likelihood of the disease becoming quiescent. To 
return such patients to their homes and to work before 
attaining quiescence is uneconomical because of the danger of 
the patient breaking down and all the good of institutional 
treatment being wasted. 

“(b) Patients, particularly the young adult group (aged 15 
to 25), who have been given special forms of treatment 
—for example, artificial pneumothorax, phrenicectomy, thora- 
coplasty, sanocrysin—are allowed a sufficient stay (say up to 
six months) to show progress from their treatment and 
are retained up to twelve months or more if their condition 
warrants it: patients treated by artificial pneumothorax attend 
at the dispensaries for a continuation of their treatment. 

“(c) Patients whose sputum has never been positive and 
who are not likely to make further progress or to require 
special treatment are allowed to return home at the end of 
two or three months’ treatment. Many sputum examinations 
are made in this type of case, and the usual practice is to 
make three tests of consecutive daily specimens. 

“(d) Patients with positive sputum who are not likely to 
make further progress and whose home conditions are reason- 
ably satisfactory are allowed to return home at the end of 
two or three months’ treatment.” 


With these principles in mind, then, the tuberculosis 
officer should consider whether a recommendation for 
institutional treatment is required to improve the patient's 
health, whether it is desirable in order to secure nursing 
care which cannot be otherwise obtained at home, or 
whether it is necessary to prevent the spread of infection. 
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Sir Arthur MacNalty in the “State of Public Health ” 
(1936) points out that while there is a definite tendency for 
patients in the more recoverable stages of pulmonary 
tuberculosis to remain under treatment for longer periods 
than formerly, the modern sanatorium hospital cannot be 
used to the best advantage unless and until patients can 
be secured at a much earlier stage of disease than is 
possible at present. 


Tiredness in School Children 


Dr. D. H. Geffen, medical officer of health for the 
urban district of Enfield, in his report for 1936, gives 
particulars of an investigation he and his assistant, Dr. 
Gertrude Forrester, have carried out following complaints 
from various sources that children returned to school on 
Mondays listless and tired after their week-end. The 
basis of the report was the replies from teachers concern- 
ing the habits of school children ; 266 reports dealing with 
2,877 senior children, 3,249 junior children, and 2,590 
infants were received. On analysis it did not appear 
that the replies substantiated the complaint, though many 
teachers were satisfied that the child's week-end was a 
period of increased activity instead of being a time of rest. 

A number of interesting facts were, however, brought 


r to light by the inquiry. One conclusion was that the 


habitual late bed-time of children in all departments was 
of far greater importance in producing tiredness than an 
occasional late night during the week or over the week- 
end, this applying more especially to the younger children 
and to infants. According to the teachers, one reason for 
the late hour of retiring was the large number of social 
activities in the district, which, however beneficial they 
might be, should, it was suggested, be carried out at a 
time that would allow school children to go to bed at 
a reasonable hour. Over one-half of the infants and over 
one-third of the junior children listened to the wireless 
when in bed, many of them having a wireless set in the 
bedroom. Reading in bed was also very common, 28 per 
cent. of infants, 35 per cent. of junior and 20 per cent. 
of senior children indulging in this practice. It is sug- 
gested that, quite apart from any. question of exciting 
literature being a frequent cause of sleeplessness, reading 
in bed is harmful because of the inadequate lighting and 
unsatisfactory posture adopted by the child, which might 
have a deleterious effect on the sight. A very large pro- 
portion of the children went to the cinema at least once 
a week, many attending on Saturday morning or after- 
noon when they might be better employed exercising in 
the open air. Another suggested contributory cause of 
Monday’s listlessness was the dash to the seaside at the 
week-end in a closed car : while the teachers of the infants’ 
and girls’ schools complained of the effect of dancing 
classes being held after school hours. 

“ Generally.” says Dr. Geffen, “one comes to the con- 
clusion that the average elementary school child of to-day 
does not get sufficient rest to secure a healthy mind in a 
healthy body. One teacher considers that the mental and 
physical inertia only too apparent among his pupils is a 
condition due to the disturbing factors in the social and 
industrial conditions of modern life and general freedom from 
restraint which has unfortunately accompanied it. It would 
appear that the activities of children outside school hours 
should be limited to healthy exercise and play. The strain on 
the town child of to-day is greater than it was even twenty 
years ago. The adult population sets the pace and the 
children have to keep up with it. We believe that children 
should have at least as much rest to-day as their parents had 
in their own childhood.” 


Public Health Appointments 
The following changes have taken place in the Public Health 
Service medical staff: 
Dr. Jane Druker to be Assistant Medical Officer for East Ham. 
Dr. A. S. Hutcheson to be Assistant Medical Officer of Health 
for the County of Argyll, 
Dr. John Petrie to be Medical Officer for East Grinstead and 


Uckfield. 
Dr. R. E. Robinson to be Medical Officer and School Medical 


Officer for Colne. 
Dr. Mary E. Russell to be temporary Medical Officer of Health 
for Ellesmere Port Council. 


DISTRIBUTION OF PRACTITIONERS IN 
SOUTH AFRICA 


The lack of knowledge concerning the distribution of 
medical practitioners in South Africa has been a matter 
of concern to the Medical Graduates Association of the 
University of the Witwatersrand, and accordingly an 
investigation was undertaken by Dr. Phyllis Gillman of 
that university with a view to determining the number 
of available practitioners in the Union and their appoint- 
ment among the European and non-European populations.' 

The number of medical practitioners in the Union is 
1,981, being one for every 1,011 Europeans or one for 
every 4,840 of the total population. Statistics for the 
British Isles give 55,604 registered practitioners for a 
population of just upon 49,000,000, or one doctor for 
every 880; but allowance must be made for the large 
number on the Register who are living abroad or are 
no longer in practice, so that the actual proportion would 
be one doctor to considerably more than 1,000 persons. 
No true comparison between this country and South Africa 
is possible on the mere ground of population, because 
the difference in area affects the position. South Africa 
has a total population of only one-fifth of that of the 
British Isles, and a European population of only one- 
twenty-fifth ; but it has four times the area of Great 
Britain and Ireland combined. 


The following table gives the number of doctors and 
the population of the four South African provinces: 


Num Non- Non- Area— 
Cape se 838 791,394 944 | 2,737,633 3,266 276,966 
Transvaal. . 689 820,620 1,191 2,520,524 3,658 110,450 
Natal os 265 190,551 719 1,756,089 6,626 35,284 
Orange Free 
State .. 189 200,947 1,063 $70,907 3,020 49,647 


Total for 
Union .. | 1,981 2,003,512 1,011 | 7,585,153 3,829 472,347 


In the first three of these provinces the distribution is 
very irregular. In the Cape nearly half the doctors are 
in three towns and the areas immediately adjacent, and 
over thousands of square miles there is scarcely a handful 
of medical men. In the Transvaal two-thirds of the 
medical population are located in Johannesburg and the 
Reef towns, including Pretoria, while large outlying 
districts can count their doctors on the fingers of the 
hand. Conditions are still worse in Natal; the main 
body of medical men is divided between the towns of 
Pietermaritzburg and Durban. Natal includes Zululand, 
which is almost bereft of medical attention, save for the 
district surgeons. In the Orange Free State, on the other 
hand, although one-third of the members of the profession 
are located in Bloemfontein and district, the distribution 
is much more uniform than elsewhere. 


The European and Non-European Populations 

The question of distribution of medical service among 
the European population must be discussed separately 
from the distribution among the non-Europeans. The 
doctors follow the European population, the great propor- 
tion of which is located at Capetown, East London, 
Port Elizabeth, Durban, Pietermaritzburg, Bloemfontein, 
Pretoria, and the towns on the Reef. Of the nine largest 
towns of South Africa the best served is Capetown, where 
there is one doctor to 522 of the European population ; 
at Johannesburg, the largest o1 the towns, the proportion 
is one to 738; at Pretoria and Port Elizabeth the ratio 
rises to one to over 1,200; and at the smallest of the 
nine, Germiston, one to 1,800. In these nine towns are 
compressed well over half the doctors of the Union and 


- South African Journal of Medical Science, 1937, Vol. 2, No. 3, 
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over two-fifths of the white population. Coupled with 
hospital and transport facilities, the medical service in 
some of these towns compares favourably with the posi- 
tion anywhere else in the world. The rest of the Union, 
however, with a population of 1,200,000 Europeans, is 
served by fewer than 900 medical practitioners—a ratio 
of one to 1,330 people: and the fact that they are dis- 
persed over 460,000 square miles of territory makes the 
position of course much worse than the ratio suggests. 


As for the non-European population, if the available 
doctors were supposed to be freed from their responsi- 
bilities to the Europeans and able to treat only non- 
European patients each doctor would be responsible for 
a community of approximately 3,000 people in the Cape 
and the Orange Free State, 3,600 in the Transvaal, and 
6,600 in Natal. The relative distribution of doctors to 
the total population shows great divergences in the prin- 
cipal towns. If the whole population of Capetown were 
taken it would still have one doctor to every 1,075 persons, 
but in Pretoria the proportion would be one to 3,385, 
and in Germiston one to 4,533. 


Briefly the position in the large towns, even when the 
non-European population is included, is that Capetown 
is almost at saturation point, Bloemfontein and Johannes- 
burg have an appropriate distribution of doctors, espe- 
cially when the still backward nature of the native in 
seeking European medical attention is remembered, and 
even Durban might be able to cope with the situation ; 
but in Pietermaritzburg, East London, Port Elizabeth, 
and Pretoria it is clear that some of the inhabitants are 
failing to receive as much attention as the people in more 
fortunately placed cities. In the country generally some 
outstanding instances of maldistribution are quoted. In 
the Transkei, for example, there is one doctor to 30,000 
people, in Zululand one to 21,000, and in Basutoland a 
much greater inadequacy. The cardinal medical problem 
before the State in the near future will be to serve 
simultaneously the Europeans and the great mass of 
non-European population, the former largely urbanized, 
the latter only slightly. Towards the orderly achievement 
of this aim such a Statistical survey as Dr. Gillman has 
presented is the first step. 


THE BRITISH MEDICAL ASSOCIATION 
AND PUBLIC HEALTH 


The Public Health Committee of the B.M.A. had almost 
a full attendance of members at its meeting on January 7, 
when the matters on the agenda were so numerous and 
some of them so important that a morning as well as an 
afternoon session was necessary. Dr. W. G. Willoughby 
presided over the first part of the proceedings, and the 
chair in the afternoon was taken by Professor R. M. F. 
Picken. It was mentioned that Professor Picken had 
been appointed a member of the Interdepartmental Com- 
mittee on Nursing set up by the Minister of Health, and 
had therefore withdrawn from the joint committee set up 
by the Council to prepare evidence for submission to that 
body. Dr. G. F. Buchan was appointed in his place. 


Maternity and Child Welfare 


A report from the Maternity and Child Welfare Sub-' 
committee was submitted by Dr. C. E. S. Flemming in the 
temporary absence of Dr. W. Paterson, its chairman. 
The chief subject dealt with in the report was that of 
home helps, with the suggestions of the College of Nursing 
under this head. The subcommittee concurred in the view 
of the College that the conditions under which home helps 
are employed should be governed by suitable regulations 
making it impossible for them to undertake nursing duties. 
This was also the view of the Public Health Committee. 


A model form of report for general practitioners under- 
taking ante-natal examinations under the maternity 


schemes of local authorities was approved, and it was 
also agreed that representations should be made to the 
Ministry of Health urging the inclusion in such schemes 
of provision for the payment of a fee to a medical prac- 
titioner when summoned to attend a case of abortion, 
actual or threatened, by the patient or her friends or 
relatives. 


Public Assistance Medical Officers 


Dr. E. H. Snell brought forward a report from the 
Public Assistance Medical Officers Subcommittee, the 
principal matter in which was the terms and conditions 
of service of dispensary medical officers in Northern 
Ireland—a subject which, it will be recalled, was raised 
at the Annual Representative Meeting by Dr. William 
Lyle. Dr. Lyle had attended a meeting of the subcom- 
mittee on behaif of the Northern Ireland Branch and 
explained the position in detail. Dr. Snell said that it 
appeared that the main grievance was in connexion with 
Poor Law work, the complaint being, not with regard to 
salaries but that the work had no limit. There was no 
strict definition of what constituted a person under the 
Poor Law, and practically everybody might so call himself 
for the purpose of obtaining medical attendance, which 
the dispensary doctor could not refuse to give. It was 
agreed that a considered statement of the grievances, with 
suggestions for amelioration, should be prepared, and 
after endorsement submitted to the Ministry of Home 
Affairs for Northern Ireland. 


Dr. Pooler raised the question of the salaries of district 
medical officers generally. He was convinced that there 
were hundreds of district medical officers throughout the 
country who were looking to the Association to do some- 
thing with regard to their present very inadequate salaries. 
He asked that the subcommittee should take this into 
consideration with a view to action where possible. Dr. 
Snell accepted this on behalf of his subcommittee. 


Retired Medical Officers and Housing Inquiries 


The Committee had before’ it a resolution passed by 
the Barrow-in-Furness county borough council deploring 
the action of retired medical officers of health in appear- 
ing against local authorities at inquiries held by the 
Ministry into applications regarding clearance Orders 
under the Housing Acts. It was explained that at a recent 
housing inquiry held in the borough in question two 
retired medical officers of health had been called as 
witnesses by opponents of the Order. The local council 
felt that it was contrary to the ideals of professional 
conduct that medical officers who in the past had sought 
Orders for their own authorities should in their pensioned 
retirement attempt to obstruct their successors in follow- 
ing the traditions they themselves had started. The 
Barrow-in-Furness resolution had been supported by some 
twenty county and metropolitan boroughs. On the other 
hand, the Society of Medical Officers of Health had taken 
the view that it would be unwise to support any action 
which would make it difficult for citizens to obtain the 
best evidence which they thought was available in con- 
nexion with a clearance Order under the Housing Act. 
This was also the view, after consideration, of the Public 
Health Committee. 


Ministry of Health Materna Mortality Report 


The Public Health and Health Services Commitiees of 
the Association recently held a joint meeting at which 
certain draft principles for the establishment of lists of 
practitioners to be available for medical aid in midwives’ 
cases were provisionally approved. The opinion of counsel 
had been taken on the legal aspect of some of the pro- 
posals, particularly the general proposal to establish lists 
of practitioners for this work under Section 204 of the 
Public Health Act, 1936. It was now reported that the 
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Ministry of Health had forwarded, for the views of the 
Association, certain suggestions as to procedure which 
had emerged from the discussions. 

The Public Health Committee decided to recommend to 
the Council that the proposals be approved in principle, 
and it nominated certain of its members to discuss further 
details with the Ministry's representatives. 


Various Business 


It was agreed that a memorandum should be prepared 
for consideration at a future meeting on the question of 
the payment of fees to medical practitioners who signed 
recommendations under the Mental Treatment Act. The 
particular point which had arisen concerned the refusal 
of the local authority to pay a fee to a practitioner under 
Section 285 of the Lunacy Act, 1890, on the ground that 
his examination and certification were not carried out 
at the direction of a justice. 

At a previous meeting of the Committee the question 
of the age limits frequently laid down in the advertise- 
ments of public authorities was considered, and it was 
decided to write to the National Association of Local 
Government Officers on the subject. This body had now 
replied that it doubted whether such restrictions bore so 
harshly upon its ordinary members as they did upon 
members of certain professional sections, particularly 
medical officers who, qualifying late, entered the service 
at a later age. It was also stated that local authorities 
hesitated particularly to engage men of middle age who 
had had long service with authorities which had not 
adopted the Superannuation Act, 1922, and although the 
Act of 1937 would undoubtedly provide better means for 
interchangeability, it was doubted whether it would bring 
about any reduction in age limits. Cases were mentioned 
in which officers were regarded as too old for appointment 
at 45, or even at 40, and one member of the Committee 
mentioned a case in which a man was regarded as too 
old at 35. The Committee decided to bring to the notice 
of the Ministry of Health Advisory Committee on the 
recruitment, training, and conditions of service of local 
government officers the disabilities which professional men, 
especially medical officers of health, suffered as a result 
of an unduly low age limit. 

A small subcommittee was set up to consider the 
replies which had been received to a questionary regard- 
ing diphtheria immunization in areas where schemes 
utilizing the services of general practitioners are in opera- 
tion. The replies received were from thirteen authorities. 

A medical officer of health member of the Association 
wrote to draw the attention of the Committee to the great 
difficulty he had experienced, as one who had been 
engaged in health propaganda for some years, in obtaining 
medical men who were willing to give popular talks on 
health. He suggested that the Association should bring 
the matter before the Divisions with the object of drawing 
up in each area a panel of practitioners who would be 
prepared to give such talks, also that some guidance to 
speakers should be issued. The Committee felt that this 
conformed to the general policy of the Association, and 
it was agreed to ask for volunteers for this purpose and 
to endeavour to compile a list of practitioners. 

The Committee also dealt as usual with a considerable 
amount of routine business. It received a report on local 
Bills from the Association’s Parliamentary agent, and also 
a report from the office of the Association as to appoint- 
ments of whole-time public health medical officers under 
mad memorandum of recommendations and the Scottish 
Scale. 


Dr. W. E. T. Tinley, on his retirement after forty-three 
years’ practice in the Sandsend district, has received a 
presentation from his friends and patients. 


PRACTITIONERS OF PHYSICAL 
MEDICINE 


The annual conference of the Practitioners of Physical 
Medicine Group of the British Medical Association was 
held at B.M.A. House on December 17, 1937, under the 
chairmanship of Dr. C. W. Buckley, when thirteen 
members of the Group attended. 


Report of Group Committee 


The Group Committee submitted the following report 
of its work during the past session. 


Radiologists Group 


The Group Conference on January 8, 1937, considered at 
some length the fields of activity of the Physical Medicine 
Group and of the newly formed Radiologists Group respec- 
tively, and asked the Group Committee to obtain from the 
latter a definition of the scope of its work. The committee 
accordingly considered this matter and suggested to the 
Radiologists Group Committee that the Physical Medicine 
Group should retain all branches of physical medicine except 
the use of x rays and radium. The Radiologists Group Com- 
mittee has concurred, and expressed its intention to confine 
its work to matters relating to x rays and radium. 


The committee also suggested to the Radiologists Group 
Committee that that Group should be termed the Réntgeno- 
logists Group. The Radiologists Group Committee replied 
that they wished to retain the title of “ radiologists,” which 
had come to be recognized in this country as applying to 
medical practitioners specializing in the use of x rays and 
radium. The committee felt that notwithstanding this expres- 
sion the term “ réntgenologist was the more appropriate one, 
and that if the meaning of the term “ radiology ” were to be 
restricted to x rays and radium a large section of radiation 
would be left nameless. Moreover, it was felt that uniformity 
with American and German nomenclature was desirable. 
These observations were submitted to the Science Committee 
for consideration, but that committee did not see its way to 
recommend any variation in the designation of the Radio- 
logists Group. 


Co-option of Additional Member 


In accordance with the direction of the Group Conference, 
the committee has recommended to the Organization Com- 
mittee that it should be allowed to co-opt to its membership 
the President for the time being of the Section of Physical 
Therapy of the Royal Society of Medicine. The reply of the 
Organization Committee has been received to the effect that 
that committee has no power to vary the number of members 
who may be appointed to the committee of the Group, but 
that it would be in order, if the committee so desires, to 
invite to any of its meetings the President of the Section of 
Physical Therapy of the Royal Society of Medicine. 


Status of Physical Medicine 


The Group Conference on January 8, 1937, discussed the 
question of the status of physical medicine in relation to other 
branches of medicine, and the committee in considering this 
matter has thought it desirable that the aims of the Group 
should be put on record. The following memorandum pre- 
pared by the Group Committee is therefore submitted for the 
consideration of the Conference: 


The Group of Practitioners of Physical Medicine has before 
it three important objects, the achievement of which will call 
for enthusiasm and prolonged effort on the part of all who are 
interested in the subject. It firmly believes that the success of 
these efforts will justify the existence of the Group and 
materially promote the interests of physical medicine. 

The first object is to secure that the general practitioner 
shall possess such a knowledge of physical methods and the 
conditions for which such methods of treatment are indicated 
as will enable him to know when to utilize them, and to see 
that they are properly carried out by medical auxiliaries. 
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The second object is to secure that the subject is recog- 
nized as one of first importance to the student and as an 
essential branch of therapeutics which calls for thorough 
training, and that the status and opportunities for practice of 
those appointed to teach the subject in the hospitals are equal 
to those accorded to workers in other branches of medicine. 
A practical and oral examination in the subject is desirable. 
This is as important as the examination in materia medica. 
The third object is to take such steps as may be possible from 
time to time to secure that the claims made in the marketing 
and advertising of apparatus are reasonable. 

In pursuing the first and second of these objects considera- 
tion must be given to the methods by which practical training 
may be given, and for this purpose it is necessary to have a 
clear idea of what is meant by physical medicine. The 
essential bases of physical medicine are the proper prescrip- 
tion of rest and exercise, and the use of such methods of 
treatment as tend to improve development and to amend 
physical defects, whether congenital, acquired, postural, or 
traumatic. Physical medicine has thus an important part to 
play not only in the treatment of disease and abnormalities 
but also in the physical education of the normal individual. 
It is, indeed, essential that the methods adopted in the present 
campaign to improve the physical condition of the civilian 
population shall be supervised by competent medical advisers. 

When physical medicine is considered from this broad 
point of view it is obvious that it should not be regarded in 
hospital administration, as it frequently is. as a rather despised 
adjunct to the department of surgical orthopaedics. Physical 
medicine is a separate entity, and it possesses a scope suffi- 
ciently wide to justify its recognition as a special department. 
The orthopaedic department and the physical medicine depart- 
ment should exist side by side. The physical medicine depart- 
ment should demand as its head a physician of such rank 
and experience as would lead to a status equal to that of the 
practitioner in charge of any other department. Cases for 
physical treatment should be referred to the practitioner in 
charge of the physical medicine department from all the 
other departments, including the orthopaedic department. The 
establishment of special departments of physical medicine in 
hospitals would provide a means of giving medical students 
a thorough and practical training in physical medicine, and 
the wider scope would attract a sufficient number of dressers 
and clerks. It is suggested that on the theoretical side the 
teaching in physical medicine should be linked up with the 
lectures on therapeutics. 

Although a knowledge of physical medicine should form 
part of the equipment of every medical practitioner, it is 
suggested that a postgraduate diploma would promote 
specialist study of the subject and encourage _ research. 
Specialists will be needed to take part in the treatment given 
in the special physical medicine departments of hospitals, in 
the teaching of medical students, and in the teaching of the 
principles and methods of the physical education of normal 
persons. The syllabus for the diploma should include 
physical education both as a means of promoting health and 
as a remedial measure, massage and manipulation, electro- 
therapy, actinotherapy, climatology, and hydrology. 

The Group believes that only by the steady pursuit of the 
policy suggested in these notes can the specialty of physical 
medicine attain to its legitimate position, and it appeals to 
every member of the Group to do all in his power to promote 
the objects enumerated. above. 


Diploma in Physical Medicine 


As will be seen from this memorandum the committee has 
once again stressed the need for a diploma in physical 
medicine, and representations were made to the Science Com- 
mittee that the Council be asked to make representations to 
secure the establishment of such a diploma, the course of 
instruction for which should include physical education both 
as a means of promoting health and as a remedial measure, 
massage and manipulation, electrical methods, actinotherapy, 
climatology, and hydrology 

The Science Committee made the following recommenda- 
tion, which was approved by the Council: 


“ That the attention of the Royal Colleges of Physicians 
and Surgeons be drawn to the request of the Physical 
Medicine Group Committee for the establishment of a 
special diploma in physical medicine with an intimation 
that the Association is in hearty accord with this request.” 


This resolution has been communicated to the respective 
bodies mentioned. The committee is of the opinion tha 
training in physical medicine embraces two aspects—physical 
training and physical treatment—and that the syllabus for th 
proposed diploma should therefore be in two parts. It is 
being recommended to the Science Committee that a special 
ad hoc committee be set up to consider the preparation of a 
syllabus for the diploma. 


Advertisement and Sale of Electro-medical Apparatus 


The Group Conference at its meeting on January 8, 1937, 
instructed the committee to investigate the possibility of con- 
trolling the advertisement and sale of electrotherapeutic 
apparatus, with a view to restricting the extravagant and even 
fraudulent claims made by the manufacturers and retailers of 
such apparatus. The committee considered the adoption of 
one or other of the following policies: (1) the formation of 
a body similar to the American Council of Physical Therapy; 
(2) the arrangement of some system of tests such as has been 
considered by the Science Committee in relation to proprietary 
preparations ; (3) the education of the profession to use only 
such apparatus as is used and approved by teaching hospitals, 
the Chartered Society of Massage and Medical Gymnastics, 
prominent physicians, etc. 

It was felt that the first method would not only prove very 
costly if the testing of all advertised apparatus were under- 
taken, but that the legal risks involved owing to the difference 
in law between this country and America would be consider- 
able. The second method commended itself to the commiitee, 
which sought the co-operation of the National Physical Labora- 
tory. A representative of the Laboratory attended the meeting 
of the committee on October 15 and explained the nature of the 
tests which could be undertaken and the reports which would 
be issued by the National Physical Laboratory. Of necessity 
such reports would be limited to the physical aspect. and 
would not contain any reference to the therapeutic value of 
the apparatus. The National Physical Laboratory has, how- 
ever, intimated that it might be prepared to collaborate with 
suitable medical research workers so that a comprehensive 
report could be issued. The committee has approached the 
Medical Research Council with a view to enlisting its co- 
operation. If a scheme is found practicable the committee 
proposes without delay to compile a list of apparatus suitable 
for testing. 


Fees at Hospitals and Clinics 


The question of fees charged at hospitals and clinics to 
patients who are in a position to pay for their treatment was 
referred to the Group Committee by the Conference on 
January 8, 1937. The committee has given consideration to 
the question, but is of opinion that at the present juncture 
it is inadvisable to put forward specific proposals. 


Handbook 


The committee is pleased to report that Dr. Harman Taylor 
is preparing the outline for a handbook to be issued on the 
scope, methods, and value of physical medicine. 


Conference Proceedings 


The Conference proceeded to discuss matters arising out 
of the report. It approved the memorandum on the aims 
of the Group prepared by the Group Committee, and then 
discussed the present facilities for instruction in physical 
medicine and the extent to which medical students availed 
themselves of them. It was deplored that students devoted 
so little time to the subject, and it was suggested that this was 
largely because no questions were included in the qualifying 
examinations. The Conference resolved that in its opinion 
training in physical medicine should not only be available 
to postgraduate students but should be compulsory for all 
medical students; that at least one question in physical 
medicine should be included in the final qualifying exam- 
inations ; and that courses of lectures in this subject should 
be provided at postgraduate and other medical schools. 
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The Conference decided to ask the Journal Committee 
to consider publishing periodically in the Supplement a list 
of members of the Group arranged geographically. It 
was thought this would be a great help to members send- 
ing patients to other districts and wishing to put them 
in the care of a practitioner in physical medicine. 

The following were elected to the Group Committee for 
the ensuing session: Dr. P. Bauwens (London), Dr. R. 
King Brown (London), Dr. C. W. Buckley (Buxton), Sir 
Henry Gauvain (Alton), Dr. C. B. Heald (London), and 
Dr. Harman Taylor (Liverpool). 


CANADIAN HOSPITAL POLICY 


At the biennial meeting of the Canadian Hospital Council, 
held at Ottawa last September, six of the Council's com- 
mittees submitted reports on various aspects of hospital 
policy, and copies of these reports have now been received. 


The Committee on Medical Relations considers at some 
length the means of securing a greater measure of equality 
in the medical service rendered in hospitals. Medical 
organizations in Canada and members of medical staffs in 
hospitals have apparently been much concerned by the 
varying quality of the medical and surgical service offered 
to patients not only as between different hospitals but 
even in the same hospitals. The committee believes that 
the cause lies to a great extent in the fact that, although 
all legally qualified practitioners have received a minimum 
training, there are certain members of the profession 
“whose zeal has outgrown their judgment and whose 
enthusiasm has surpassed their capacity for sound, effective 
surgical service to the sick.” It therefore suggests that 
some action should be taken, perhaps jointly by the 
Canadian Hospital Council and the Canadian Medical 
Association, to devise some method of ensuring greater 
uniformity of hospital practice, and to encourage hospitals 
to limit their service to work for which they are suited 
both by personnel and by equipment. The committee 
favours particularly the adoption by each hospital of 
uniform regulations or standing orders, prepared or 
approved by the Canadian Medical Association or the 
provincial medical associations, “which would outline 
what might be considered minimum requirements applic- 
able to treatment or procedure in many of our well- 
recognized conditions.” So far as surgical practice is 
concerned the standing orders would include some 
optimum or minimum procedures for diagnosis, minimum 
procedures for pre-operative treatment, standards for 
equipment and staff for major surgery, and procedures for 
post-operative care. 

The committee which is concerned with hospital finance 
and contracts has considered complaints by certain 
Canadian specialists in radiology, anaesthesia, and other 
subjects, that hospitals are entering into contracts of 
service which include specialist services. In the com- 
mittee’s opinion this question is part of the wider subject 
of standard hospital contracts, and it therefore suggests 
that a joint committee of the Canadian Hospital Council, 
the Canadian Society of Radiologists, and the Department 
of Pensions and National Health, which arranges a large 
number of contracts, should study the whole subject. 
This committee also examined the financial relations 
between the Government and local authorities on the one 
hand and the voluntary hospitals on the other. 


“ Approximately 70 per cent. of our patients are in the 
public wards or under the provisions arranged by such organ- 
izations as Workmen’s Compensation Boards, the Department 
of Pensions, and National Health, etc. The fees for public 
ward patients and those cared for through the governmental 
departments did not cover the cost during the depression 
period. They have not been increased to offset the rising 
cost of hospital service. On the contrary, there is an in- 
creased tendency to check more closely on the application 
of the support. The result is that net increased costs have 
to be passed to the 30 per cent. minority group made up 
of semi-private and private patients.” 
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The committee expresses the opinion that the time has 
come, not for a State hospital service, but for increased 
support for hospitals by State and Government interests. 
If Governments pay the full cost of the hospital service 
for patients for whose treatment they are responsible the 
fees charged to paying patients might be reduced and 
funds would be available for the development of research. 

The reports of the other committees deal with the 
means of educating the public in the value of hospital 
services, the economics of small hospitals, and construc- 
tion and equipment. The Legislation Committee's report 
represents a supplement to its earlier collections of federal 
and provincial legislation affecting hospitals. It contains 
the interesting statement that the “ Law of the Department 
of Health,” which was passed by the Quebec Government 
in October, 1936, established a Ministry of Health. The 
first Minister of Health is Dr. J. H. A. Paquette, and his 
duties include the administration of the law relating to 
hygiene and public health, public assistance, aliens, and 
the inspection of hospitals and other charitable institutions. 


A MATERNITY SERVICE SCHEME 
FOR LEEDS 


A deputation consisting of representatives of the Leeds 
Division of the B.M.A., the Leeds Local Medical and 
Panel Committee, the Leeds Branch of the Medical Prac- 
titioners Union, and the Leeds Public Medical Service 
recently submitted to the city council a scheme for a 
comprehensive maternity service. The memorandum con- 
taining the proposals has now been referred to the 
appropriate committee of that council. If the scheme is 
adopted Leeds will be the first English city to enjoy a 
comprehensive maternity service. 

The memorandum points out that although it is now 
generally recognized that the incidence of maternal 
morbidity and mortality might be considerably reduced if 
ante-natal supervision were more adequate and efficient, 
the facilities for such supervision are still seriously defec- 
tive. It suggests that the clinic system, by means of which 
most local authorities have endeavoured to fulfil their 
obligations under the Maternity and Child Welfare Act, 
1918, has many disadvantages. 


“The most serious disadvantage of the clinic system is that 
the doctor who examines and advises the pregnant woman at 
the clinic is not the doctor who will deliver her at her con- 
finement or who will be called in by the midwife in case of 
emergency. The general practitioner is therefore frequently called 
upon to attend patients of whose previous history he is ignorant, 
or to deal with complications which might have been pre- 
vented by ante-natal treatment. Efforts have been made in 
some areas to secure co-operation between the clinic medical 
staff and the local doctors, but they have not always been 
successful. Moreover, the system does not embrace the whole 
of the class for whom it is designed, for many women are 
unwilling to attend a clinic. The ideal would seem to lie 
in one or more examinations, performed personally during the 
ante-natal period by the doctor who will attend at the con- 
finement, or who will be liable to be summoned by the 
midwife.” 

The scheme submitted for the consideration of the city 
council embodies the principles contained in the B.M.A.’s 
memorandum on a National Maternity Service Scheme. 
Its general object is to make available to women who are 
to be confined in their own homes and who apply for the 
service the joint care throughout pregnancy, labour, and 
the puerperium of a medical practitioner and of a certified 
midwife, with the advice or help of a consultant obstet- 
rician if the practitioner thinks it necessary. The services 
of medical practitioners and midwives are regarded as 
complementary parts of a unified maternity service which 
should be fully co-ordinated. 

The facilities proposed include: (a) medical examination 
and treatment during pregnancy: so that there shall be 
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not less than three such examinations, one before or about 
the sixth month of pregnancy, one about one month 
before term, and another about two weeks before term ; 
(b) medical supervision during childbirth, and from time 
to time thereafter during a period not less than the lying-in 
period ; (c) medical examination at least once after the 
expiry of one month after. childbirth ; (d) the services of 
an anaesthetist when recommended by the medical practi- 
tioner ; (e) the services of a consultant obstetrician to 
advise and assist where necessary ; and (f) the establish- 
ment of an advisory centre, staffed by consultant obstet- 
ricians, to which difficult cases could be referred. 


The memorandum recommends that all general practi- 
tioners in the area should be permitted to take part in the 
scheme if they wish, and that expectant mothers should 
be given as large a measure of choice of midwife or 
practitioner as is practicable. 


NOTES OF THE WEEK 


Portrait of Dr. Christine Murrell 


Miss Marian A. Lawson, a friend of the late Dr. Christine 
Murrell, recently approached the Chairman of Council 
with a suggestion that she would like to present to the 
British Medical Association a portrait of Dr. Christine 
Murrell which had been painted posthumously by Mr. 
T. Binney Gibbs. The Chairman, on behalf of the Office 
Committee, accepted the gift, and the portrait, framed in 
conformity with the Association’s other portraits, now 
hangs in Committee Room A at B.M.A. House alongside 
that of Dr. Elizabeth Garrett Anderson. Dr. Murrell, 
who was a member of the Council from 1924 until her 
death in October, 1933, is shown in the scarlet robe of 
a Doctor of Medicine of London University. 


Contract Practice 


For some time past serious concern has been felt at the 
inadequacy of contract rates obtaining in certain areas, 
and during the last session the Medico-Political Committee 
of the B.M.A. caused a survey to be made through the 
Divisions to ascertain the extent to which the policy of 
the Association was being followed. The survey has 
revealed that the position in many areas is far from 
satisfactory, and the Committee is now considering what 
steps should be taken to improve the conditions under 
which contract practice is carried out. This problem is 
of the gravest importance and urgency, and each Division 
will shortly be asked to review the particular arrange- 
ments existing in its area and to make a special effort to 
secure that the Association's policy is effectively imple- 
mented. 


PEP Report 


A special offer of copies of the recent report of Political 
and Economic Planning on the British Health Services is 
made to Division secretaries of the British Medical Asso- 
ciation. Cloth-bound copies will be available at the special 
price of 8s. 6d. instead of the standard price of 10s. 6d. 
Secretaries wishing to avail themselves of this offer should 
make application through the Secretary of the Association. 
The report runs to well over 200,000 words and provides 
a wide range of information on virtually all aspects of 
this country’s health services. Many of its proposals are 
in agreement with the policies advocated by the Asso- 


ciation. 
Fees for Medical Attendance in Italy 


Although the cost of living is high in Italy the Corpora- 
tion for Professional and Artistic Work has approved, and 
a Government decree has enforced, a tariff of low medical 
fees. Fees for ordinary visits are to be from 3s. to 5s. 
according to the nature of the case, and a reduction of 
20 per cent. is to be made for families with five children. 
Fees for surgical operations are also included, and all 
these are comparatively low. 
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Indian Medical Service 


The Supplement of October 2, 1937 (p. 213), contained 
a series of resolutions passed by the Branch Council of 
the Punjab Branch on July 11 concerning the reorganiza- 
tion of the I.M.S. We are now asked to state that the 
I1.M.S. members of the council took no part in the 
formulation of these resolutions, and that they disapprove 
of them. 

Children’s Clinic in Battersea 


The medical officer of health for Battersea, in a report 
to the council on nine months’ working of the first clinic 
for children to be opened in the borough, states that 
42 per cent. of the children who have attended had one 
or more defects at the age of 3 years for which treatment 
had to be recommended. He also states that there are in 
the borough about 5,000 children aged between | and 5 
years who are not under medical supervision and do not 
attend a nursery school. The council, as a result of this 
report, has decided to open a children’s clinic at every 
maternity and child welfare centre in the borough on 
April |. 


The Contract Practice Committee of the North of 
England Branch of the B.M.A. has appointed a special 
subcommittee to consider the public medical service 
schemes operating in the area of the Branch. 


Mr. Albert Lucas, F.R.C.S., on his retirement from 
practice as consulting surgeon in the city of Birmingham 
and as medical adviser to the Gas and Public Works 
Departments in connexion with their injured workmen, 
was presented with an illuminated testimonial by the 
corporation. 


A fracture service on the lines recommended in the 
B.M.A. Report on Fractures has been instituted at the 
District Infirmary, Ashton-under-Lyne. 


— — — 


ORGANIZATION OF OPHTHALMIC 
MEDICAL PRACTITIONERS 


The principal business at a special meeting of the 
Ophthalmic Committee of the British Medical Associa- 
tion on January 14 was the proposals for the reorganiza- 
tion of ophthalmic medical practitioners. In the absence 
of Mr. Bishop Harman, to whom a sympathetic message 
was sent in his illness, Dr. Peter Macdonald presided, 
and there was almost a full attendance. At a previous 
meeting of the Committee it had been agreed that an 
Ophthalmic Group within the Association should be 
formed, and a recommendation to that effect had been 
sent to the Council. The Committee was influenced to 
recommend the formation of such a Group by the dis- 
satisfaction among the general body of ophthalmologists 
with the method of election of the present Committee— 
a dissatisfaction already manifested by the formation of 
another organization. This had led to a review of the 


whole Group system, and it was understood that the- 


Organization Committee was reporting to the Council 
that the system of Group organization was well adapted to 
the purpose for which it was intended, and should be 
continued, but that the method whereby the Group com- 
/mittees (except in the case of the Consultants and 
Specialists Group) transmitted their findings to the Council 
through a standing committee had proved too cumbrous. 
The recommendations of the Organization Committee are 
of a somewhat far-reaching character, and a report on 
them must await the meeting of the Council. The Oph- 
thalmic Committee confined itself to making a recom- 
mendation that there should be provision for the Group 
committee itself to be represented at a meeting of the 
Council at which matters affecting the Group are under 
consideration. 


A long discussion took place on the constitution of 
the proposed new committee to deal with matters specially 
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affecting those engaged predominantly in the practice 
of ophthalmology. Some of it centred round the word 
“ predominantly,” but it was pointed out that this had 
been found satisfactory in other Groups, and it was 
accepted. The proposal of the Organization Committee 
was for a Group committee of eleven members elected 
territorially according to the eleven constituencies of Great 
Britain and Northern Ireland which have been taken for 
years past as the basis for election of a certain part 
of the membership of the Council. 


The general view of the Ophthalmic Committee was 
that eleven members were insufficient to secure adequate 
representation. The present Committee consists of nine- 
teen members, excluding members ex officio. It was also 
thought that_the arrangement of the eleven constituencies, 
however suitable for ordinary Council purposes, was not 
the most effective for securing an equitable representation 
of ophthalmic medical practitioners, and in particular 
that the representation of the Metropolitan Counties 
(2) was too small. Accordingly a recommendation was 
agreed to that the constitution of the Ophthalmic Group 
Committee be postponed with a view to the submission 
of more detailed proposals by the Ophthalmic Committee 
to the next meeting of Council. 

The Chairman said that in his opinion the committee 
should consist of not less than fifteen or sixteen members, 
and the Group should be divided for electoral purposes 
in such a way as to secure roughly an equal number of 
ophthalmic practitioners in each area. The eleven con- 
stituencies represented a rough approximation to equal 
numbers of members of the Association as a whole, but 
not necessarily of those practising ophthalmology. The 
Secretary (Dr. Anderson) promised to prepare for the 
next meeting a draft scheme, having regard to the general 
view that the proposed committee should be larger, the 
areas readjusted, and London in particular have more 
representatives. 


The Committee agreed to the proposals that from the 
Group committee when constituted a subcommittee of 
nine members should be set up to deal with the medical 
aspects of the National Eye Service, and that of such 
subcommittee at least three members should be general 
practitioners on the National Ophthalmic Treatment 
Board list. It was also suggested that two of these three 
should be appointed by the Council and the third by 
the Insurance Acts Committee, the other six being 
appointed by the Group committee. It was further agreed 
that the representatives of the Association on the Board 
should be four in number, two being appointed by the 
Group committee and two by the Council, one of the 
Council's nominees being the Medical Secretary to the 


Board. 
Other Business 


The remaining business before the Ophthalmic Com- 
mittee included resolutions from certain other committees 
of the Association with regard to the former's proposal 
to approve the establishment of evening ophthalmic 
clinics at eye hospitals and voluntary hospitals with eye 
departments. This proposal had already gone forward 
to the Council, which had referred it back, with a request 
for the observations of certain other committees of the 
Association. All these committees—namely, the Hospitals, 
the Medico-Political, and the Consultants and Specialists 
Group—reported adversely, but the Ophthalmic Com- 
mittee decided to resubmit the proposal to the Council. 

The Committee decided to send a strong letter of protest 
to the Ministry of Health because, of the various sugges- 
tions made by the Committee for improving the new 
model ophthalmic letters to be used by approved societies 
administering ophthalmic benefit, only three of relatively 
minor importance had been adopted. 

At the close of the meeting the members were given 
a showing of the latest National Eye Service film—a 
very ingenious production entitled “ Eyes Right,” in which 
the Medical Secretary to the National Ophthalmic Treat- 
ment Board (Dr. Anderson) has a speaking part. 


Correspondence 


FUTURE OF MEDICAL PRACTICE 


Sir,—If it is any consolation to Mr. R. W. Harris I should 
like him to know that I took the trouble “to wade through ” 
the published account in the Journal of his lecture, and, 
although I did not write about it, | was greatly interested. 
1 should like to join Mr. Harris in expressing appreciation 
of the letter from “Ignotus.” My experience in general 
practice is lagging behind that of “ Ignotus”™ to the extent of 
nearly fifteen years, but I am able to appreciate and agree 
with his arguments. Working for a living in a world where 
keen business methods are the order of the day, I realize 
that while increasing my practice I am losing much of my 
medical knowledge, and I for one would gladly welcome a 
service which allowed a medical man to be more of a doctor 
and less of a business man. 

As I look around, impersonally, I notice that the national 
fighting forces depend to a considerable extent for their 
efficiency upon organization. Surely the time has come for 
us to merge our medical services into one complete and unified 
army to prevent and combat disease. Our present unorgan- 
ized system cannot be really efficient, and the nation lacks a 
medical service which should be its greatest asset. It is to 
be hoped that the New Year's message to the profession from 
“Ignotus” will guide us towards better national health and 
happiness. For obvious reasons | prefer to sign myself 


Jan. 16. IGNITUS. 


Sirn,—Whatever system may be contemplated I would urge 
pioneers and publicists to keep first and always in their minds 
that noble animal and beast of burden the doctor in general 
and hospital practice. It has always seemed to me wrong 
that a doctor who has worked hard all day and evening should 
be liable to lose his night’s rest. Surely he should be the 
first to observe the laws of health which the Ministry is so 
keen on! When one considers the long hours, loss of rest 
with consequent ill-health, the denial of time for private and 
family life, and the endless grind of many industrial practices, 
one feels that surely in these days when life is so much easier 
for other humbler workers our turn is about due. 

This is not my own autobiography. I have only experi- 
enced enough to sympathize with the really big practices, and 
am fortunate in personal health and rural surroundings, look- 
ing. with “Ignotus” and our friend R. W. Harris, to a 
brighter future for all.—lI am, etc., 

Meole Brace, Shrewsbury, Jan. 10. ALBERT E. NICHOLLS. 

Sir,—What is the reason of our discontent? I refer to 
general practice, of which I have had more than fifty years’ 
experience. We want the answer to this question before we 
can find the remedy. Private practice, the old, much-abused 
clubs, national health insurance with its hopes, threats, and 
disappointments—none has satisfied, and it might be well to 
inquire why. I give my opinion hoping to stimulate others 
to do the same. I read recently an article written thirty years 
ago entitled “ How many Patients should a Doctor See ~: the 
motif of the article was “ want of time.” and this, I believe, 
is one of the chief causes of the dissatisfaction with practice 
that is so obvious to-day—l am, of course, writing of estab- 
lished practice. Our work occupies too many hours in the 
day, so much so that there is little or no time left for necessary 
reading, rest, or recreation, and we do too much in the time, 
so that we are often at the end of the day too tired to read 
or to play. Worse than that, the work cannot be done 
efficiently, for medicine cannot be properly practised in a 
hurry. The public now receive a better service than ever 
before, but at a cost to ourselves of less leisure and harder 
work. 

How are we to get more time? Better fees will not help 
us unless they enable us to do with a smaller number of 
patients ; that would mean a larger number of doctors to 
carry out the work, and if every patient is to be examined 
and treated with all the care required more medical men will 
be needed. However, we may be able to find other means 
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of saving time. The question is not, Shall I be properly 
paid? but, Shall I have time and opportunity to do the work 
properly. Our obligation to the patient is the same whether 
we are paid a shilling or a guinea. I do not want to give the 
impression that we should not receive a better reward for our 
services, but to ask whether we cannot so arrange things that 
we shall get for the same pay and the same number of patients 
some of the extra time that we so much need. I believe 
that we can. 

Organization of work, both personal and local, careful 
arrangement of our work in surgery and in visiting are obvious, 
but as some men can get the same work done much more quickly 
than others there is probably room for improvement in some 
practices. One of our chief helps is well-organized partner- 
ship, which saves not only overhead costs but much time. 
Partnerships are gradually increasing in number, and, as Dr. 
Vinter points out (Supplement, January 1, p. 7), there is much 
to be said for their development in size. These large firms 
give an opportunity for regular time off, reading, recreation, 
and rest; they make the work much easier and at the same 
time provide the means for better service. The other impor- 
tant time-saver is the district or cottage hospital. It is quite 
obvious that patients in hospital can be treated not only more 
satisfactorily, but with saving of very much time both in the 
seeing of the patient and in travelling. 

Individually and collectively we should try to educate the 
public to realize that one careful and complete examination 
and treatment is of much greater value in every sense than a 
dozen hurried and incomplete attendances. Is there any hope 
of persuading the Ministry of Health to the same belief? 
Unless we can do our work deliberately our special training. 
our hard-earned technical skill as students and housemen, and 
our experience and equipment have been acquired in vain. 
Now is the time, when the public is avid for information about 
its health, to instruct it as to the great importance of delibera- 
tion in examination and in advice, and that these involve 
more time and care than putting a penny in the slot and 
getting a bottle of medicine. 

I have assumed personal support of Public Medical Services, 
of the B.M.A. scheme for a general medical service, co-opera- 
tion with all other health services; with these the future of 
practice is in our own hands. We can, if we will, keep it there, 
retain our ideals, and do all that is required of us to provide 
a service best for the people and satisfying to ourselves.— 
1 am, etc., 


Bradford-on-Avon, Jan. 17. Cuas. E. S. FLEMMING. 


REGISTRATION OF OPTICIANS 


Sik,—I read with much interest the letter of your corre- 
spondent “Lambda” which appeared in the Supplement of 
December 25, 1937 (p. 386). In this he describes how he had 
his eyes examined by an ophthalmic surgeon, but one eye was 
not quite comfortable when wearing the glasses prescribed. 
The cause of this was demonstrated to him by his optician, 
who found he could make an improvement by altering the axis 
of the correcting cylinder. As a result of this experience 
your correspondent suggests that ophthalmologists, before 
pointing out the failings of opticians, should seek to remedy 
a weakness in their own practical training. 

I think, Sir, that there is a certain amount of justification 
for this criticism. In the teaching eye hospitals far too little 
time is devoted to practical instruction in the prescribing of 
glasses, and this is all the more surprising when it is realized 
that the great majority of ophthalmic surgeons make the 
larger part of their incomes from refraction work. What 
little instruction is given is largely devoted to the objective 
part of the examination—retinoscopy, etc.—done on patients 
with widely dilated pupils. In actual practice, however, most 
patients are examined without a cycloplegic, and though a 
careful retinoscopy acts as an indispensable guide, it is from 
the subjective testing that the ultimate prescription is arrived at. 

I have worked in many eye hospitals, and though I have 
come across an astigmatic fan in one or two, never yet have 
I seen it being used as part of the test. The result of this is 
that the student comes to the conclusion that the fan is of 
little help, which is very far from being the case, and so does 


not trouble to master the necessary technique. Again, how 
seldom does one see a cross-cylinder being used in hospital? 
Doubtless these methods are employed by many surgeons in 
their own consulting-rooms, but if they are never taught in the 
schools of ophthalmology the majority of students will pass 
through and never learn how to make use of them. Though 
most opticians are taught retinoscopy, it is doubtful if many 
are proficient at it, and this | have heard admitted by one of 
them who is in a position to express a trustworthy opinion. 
Nevertheless, they do get much valuable information from 
subjective methods which are not taught in the medical 
schools. The failure to use these auxiliary methods no doubt 
accounts for “ Lambda’s™ experience, and so points to the 
weak part in the training. 

Taking up the cudgels on the other side, as against this 
single case, one could tell of hypermetropes who had been 
undercorrected by opticians, of myopes who had been over- 
corrected, and of astigmatic errors which got no correction. 

In this so-called contest between ophthalmologist and 
optician much has been made of the fact that the former is 
able to diagnose and treat incipient tye disease, with special 
reference to early glaucoma. This is no doubt the case, but 
when all is said and done glaucoma is a comparatively rare 
condition. What to me is the stronger argument in favour of 
the ophthalmologist is that by using al] the methods at his 
disposal he is much better able to prescribe correct lenses than 
the optician, and everyone sooner or later requires glasses. 
To put it on no higher a level, in many cases it is easier for 
him to do so in that he can use a cycloplegic in difficult cases, 
and in most young people it is practically impossible to pre- 
scribe the correct lenses without first paralysing the ciliary 
muscle. 

By not dispensing glasses he can concentrate more on the 
examination itself, as he has not to spend time on fitting the 
frames, etc., and for the same reason he is in a position to 
give an unbiased opinion and say whether the patient requires 
one, two, or three pairs of glasses, or none at all. How 
often does one meet with patients wearing glasses constantly 
who simply do not need them, or more often want them only 
for near work? There must be thousands of people whose 
vision is 6/9 or 6/12, due to a low degree of hypermetropia 
or myopia which does not cause any symptoms, yet on con- 
sulting an optician they are easily persuaded that they require 
distance glasses, and the amazing thing is that they take his 
advice and for the rest of their lives wear a pair of needless 
spectacles. 

The position of the ophthalmologist is much strengthened 
by the very fact that he does not dispense glasses, and the 
British Medical Association is to be supported in taking up 
this attitude.—I am, etc., 


London, W.1, Jan. 6. L. G. Scoucar. 


CERTIFICATES FOR PREGNANCY 


Sir,—In the Supplement of January 1 (p. 5), under the above 
heading, there appears a further statement on the present 
recognized interpretation of the terms of service, backed by 
an extract from that excellent book Medical Insurance Practice. 
I have read this book and have been duly impressed by the 
status of its authors. I had, however, hoped that arguments 
might be put forward to show where my reasoning was 
fallacious, and how the view expressed in that book could be 
maintained in spite of the reasons I have adduced to show 
that it is untenable. I am afraid that mere official head- 
shaking is an insufficient answer to my claims, which, so far 
at any rate, still remain unchallenged. 

Three questions are put to me concerning situations which 
might arise under my interpretation of the terms of service: 
(1) How would it be possible to determine in a woman twenty- 
eight weeks pregnant that her illness is or is not due solely 
to her pregnancy? (2) If it would be solely due to her preg- 
nancy—take uraemia—is she to be treated as a private patient 
for uraemia? (3) The woman who is twenty-eight weeks 
pregnant might meet with some accident, the sole cause being 
that she was pregnant: is she to be treated as a private 
patient for that accident? They are all very simply answered 
by considering the hypothetical case of a woman who has 
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asked an obstetrician to attend her for her confinement. If 
the obstetrician would treat the patient for the condition 
referred to in the question, then it should be considered treat- 
ment in respect of a confinement, and should therefore be 
excluded from the practitioner's duties; if not, then it should 
come under national health insurance obligations. The answer 
to question (1) would therefore depend on the circumstances of 
the case. The answer to question (2) is that the condition 
would be excluded from the practitioner’s obligations, and to 
question (3) that it would be included. 

There are no doubt a large number of other situations 
which might require a ruling, but this does not invalidate 
the arguments I have put forward in favour of my interpreta- 
tion. I have only confined my argument to certificates for 
simplicity’s sake. The issue actually reaches much further 
than even Dr. Goodliffe has envisaged. If the author of your 
article is really looking for a Gilbertian situation, what about 
the officially accepted interpretation of the terms of service, 
para. 8 (3)? According to this it is necessary to maintain 
that ante-natal care is not treatment in respect of a confine- 
ment! 

In conclusion, I need hardly mention that 1 am only waiting 
for a certain patient to attain twenty-eight-weeks pregnancy 
for this matter to become a test case.—I am, etc., 

London, W.9, Jan. 2. A, Lewis. 


Naval, Military, and Air Force 
Appointments 


ROYAL NAVAL MEDICAL SERVICE 


Surgeon Captain H. F. Briggs to the President, for course. 

Surgeon Commanders W. J. Colborne and F. G. Hunt to the 
Drake, for Royal Naval Hospital, Plymouth; E. V. Barnes to the 
Erebus; A. W. McRorie to the President, for course (January 13), 
and to the Pembroke, for Royal Naval Barracks (January 27). 

Surgeon Lieutenant Commanders G. D. J. Ball to the Drake, 
for Royal Naval Barracks: T. L. J. Barry and A. L. Moorby to 
the President, for course; R. Russell to the Fleetwood; E. W. 
Bingham, J. L. Malone, J. M. McNamara, W, V. Beach, C. H. 
Birt, C. H. Egan, R. A. Graff, and V. G. Horan to the President, 
for course. 

Surgeon Lieutenants W. Wilson to the Royal Oak; R. M. Latta 
to the Sr. Angelo; R. E. Lander to the Vernon; B. Ridgeway and 
V. J. R. Sheridan to the Pembroke, for Royal Naval Barracks; 
B. W. Walford and W. V. Owen to the Drake, for Royal Naval 
Barracks: S. G. French to the Pembroke, for Royal Naval Hospital, 
Chatham; G. H. G. Southwell-Sander to the Malabar, for Royal 
Naval Hospital, Bermuda: P. H. K. Gray to the Lowestoft: P. G. 
Burgess to the Tarantula; W. J. Latham to the Ajax: S. H. R. 
Price to the Vicrory, for Royal Naval Barracks; K. J. O'Connor 
to the Fleetwood, on completing Wanuary 31), and to the London- 
derry. 

C. A. Coode to be Surgeon Lieutenant, and appointed to the 
Victory, for Royal Naval Hospital, Haslar, for course. 


Royal NavAL VOLUNTEER RESERVE 
Surgeon Lieutenant W. Gough to be Surgeon Lieutenant 
Commander. 
Surgeon Lieutenant A. E. Williams to the Jron Duke. 


ROYAL ARMY MEDICAL CORPS 
Lieutenant-Colonel R. M. Davies, having attained the age for 
retirement, has been placed on retired pay. 
Majors A. C. Jebb, M.C., J. B. Minch, and T. I. Dun, D.S.O., 
M.C., to be Lieutenant-Colonels. 


Majors C. F. Burton, M.C., J. J. Magner, M.C., E. F. W. 
Mackenzie, O.B.E., M.C., to be Brevet Lieutenant-Colonels, 


ROYAL AIR FORCE MEDICAL SERVICE 
Flight Lieutenant J. C. Blair has been granted a permanent com- 
mission in his rank. 
yy Officers B. G. Haynes to R.A.F. Station, Bicester; 
J. H. L. Newnham to R.A.F. Station, Halton; F. G. Ryan to 
R.A.F. Station, Feltwell; H. V. Thomas to Princess Mary's R.A.P. 
Hospital, Halton. 


TERRITORIAL ARMY 
ArMy Mepicat Corps 


Lieutenant-Colonels D. W. Boswell, T.D., W. F. Mackenzie, T.D., 
and H. V. Walsh, T.D., to be Brevet Colonels. 
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Major and Brevet Lieut.-Col. A. Topping, T.D., to be Licutenant- 
Colonel and to command the Sth (London) General Hospital. 

Major W. B. McCall to be Lieutenant-Colonel and to command 
the 145th (South Midland) Ficld Ambulance. 

Major A. Fowler from Supernumerary List, Aberdeen University 
Contingent, Medical Unit, Senior Division, O.T.C., to be Lieutenant- 
Colonel and to command the 153rd (Highland) Field Ambulance. 

Major J. G. Morgan to be Lieutenant-Colonel and to command 
the 160th (Welsh) Field Ambulance. 

Major W. A. Jackman, T.D., to be Lieutenant-Colonel and to 
command the 144th (South Midland) Field Ambulance. 

Majcr H. M. Holt, T.D., to be Brevet Lieutenant-Colonel. 

Captain F. A. Belam to be Lieutenant-Colonel and to command 
the 132nd (Home Counties) Field Ambulance. 

Captain J. C. Knox, from Territorial Army Reserve of Officers, 
to be Lieutenant-Colonel and to command the Ist (Scottish) General 
Hospital. 

Captains G. T. Hankey, R. S. Taylor, A. T. B. Dickson, and 
C. M. Willcox to be Majors. 

The following Captains are to have the seniorities indicated in 
parentheses: H. Weir (July 25, 1935); K. M. Morris (August 12, 
1935); W. G. Love (October 1, 1935): J. R. Dawson (November 6, 
1935); W. G. Brander (January 9, 1936); G. D. Stilwell (April 19, 
1936); J. S. Minett (May 1, 1936). 

Lieutenant G. O. Montgomery to be Lieutenant-Colonel and to 
command the 133rd (Home Counties) Field Ambulance. 

Lieutenants J. M. Matheson and W. H. Wolstenholme to be 
Captains with seniorities July 25, 1936, and August 8, 1936, 
respectively. 

Lieutenants A. F. Dunn and J. M. Rogan to be Captains. 

D. L. C_ Bingham, late Cadet, St. Paul's School Contingent, 
Junior Division, O.T.C., to be Lieutenant. 


TerriroriaL ARMY RESERVE OF OFFICERS: ROYAL ARMY 
Mepicat Corps 


Lieutenant L. H. Crosskey, from Territorial Army Reserve of 
ae, Sth Battalion, Royal Warwickshire Regiment, to be 
ieutenant. 


INDIAN MEDICAL SERVICE 


Col. N. M. Wilson, Surgeon-General with the Government of 
Madras, has been nominated as a member of the Medical Council 
of India from the Presidency of Madras. 

Colonel L. V. Thurston, D.S.O., has vacated his appointment 
as Assistant Director of Medical Services in India. (Substituted 
for notification in the London Gazette of December 3, 1937.) 

Colonel H. L. Howell, O.B.E., M.C., has been appointed Assistant 
Director of Medical Services in India. (Substituted for notification 
in the London Gazette of December 3, 1937.) 

Lieutenant-Colonel J. W. Vanreenan, O.B.E., to be Brevet 
Colonel. 

Lieut.-Col. J. C. Pyper has been posted as Civil Surgeon, Quetta. 

Lieut.-Col. P. F. A. Grant, O.B.E., has vacated his appointment 
as Deputy Assistant Director of Medical Services in India. 

Lieutenant-Colonel R. Sweet, D.S.O., has taken charge of the 
Medical Store Depot, Bombay. 

Lieutenant-Colonel J. P. Canteenwalla has taken charge of the 
Medical Store Depot, Calcutta. 

Major C. K. Lakshmanan has been appointed Port Health Ofticer, 
Calcutta. 

Captains L. G. Backhurst, D. C. Chopra, Jaswant Singh, P. P. 
Chowdry, anu P. C. Dutta to be Majors. 

Captain M. H. Shah has been appointed as a leave reserve officer 
to Irwin Hospital, Delhi. 

Captain M. Jafar has been appointed Health Officer, Karachi 
Air Port. 

. ge J. D. Grant has been posted as Civil Surgeon, Sibi and 
oralai. 

Lieutenants J. R. Kerr, K. I. E. Macleod, J. D. Munroe, C. F. 
Mayo-Smith, and W. C. Templeton (seniorities May 1, 1937), and 
J. H. Walters (seniority November 1, 1936) to be Captains. 

Lieutenants N. P. Woodgate-Jones and W. H. A. Thorne have 
been restored to the establishment. 

The following to be Lieutenants (on probation), with the seniorities 
indicated in parentheses: T. M. Williams (May 1, 1936); R. D. 
Ewing and P. B. Cusack (November 1, 1936); T. P. Binns (March 
eg W. W. Coppinger (May 1, 1937); R. D. D. Birdwood, and 

. M. Drew. 


COLONIAL MEDICAL SERVICE 


The following appointments are announced: G. T. Allen, 
M.R.C.S., L.R.C.P., West Africa: J. H. C. Clarke, M.B., Ch.B., 
Somaliland; J. R. S. Innes, M.B., B.Ch., West Africa; J. L. 
Lanceley, M.B., Ch.B., Uganda; M.S. Patrick, M.B., B.Ch., West 
Africa; R. O. Cooke, M.D., M.S., Medical Officer, Jamaica; 
A. E. O. Tomlinson, M.D., Medical Officer, Jamaica; J. E. Deale, 
F.R.C.S., Senior Medical Officer, Gibraltar; J. A. Henderson, 
M.B., Ch.B., D.T.M. and H., Senior Medical Officer, St. Vincent. 
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ASSOCIATION INTELLIGENCE AND DIARY 


SUPPLEMENT to THE 
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British Medical Association 


OFFICES, BRITISH MEDICAL ASSOCIATION HOUSE, 
TAVISTOCK SQUARE, LONDON, W.C.1. 


Addresses, Etc. 
Secrerary (Telegrams: Medisecra Westcent, London). 
Epiror, British Mepicat Journat (Telegrams: Aitiology Westcent, 
London). 
SUBSCRIPTIONS, ADVERTISEMENTS, etc. Medisecra 
Westcent, London). 

Telephone numbers of British Medical Association and British 
Medical Journal, Euston 2111 (internal exchange, five lines). 
ScortisH Secretary: 7 Drumsheugh Gardens, Edinburgh. (Tele- 
grams: Associate, Edinburgh. Tel.: 24361 Edinburgh.) 

Irish Free State Medical Union (I.M.A. and B.M.A.): 18, Kildare 

Street, Dublin. (Telegrams: Bacillus, Dublin. Tel.: 62550 


(Telegrams: 


Dublin.) 
Diary of Central Meetings 
JANUARY 
21 Fri. Factory Acts Subcommittee, 2.15 p.m. 


25 Tues. Health Services Committee, 2 p.m. 
27. Thurs. National Formulary Subcommittee, 11.30 a.m. 


28 ri. Public Medical Services Subcommittee, 2.30 p.m. 
FEBRUARY 
1 Tues. Joint Committee of B.M.A. and T.U.C., 2.15 p.m, (at 
B.M.A. House). 
2 Wed. Joint Committee re Extension of Medical Benefit, 


.1S p.m. 
15 Tues. Hearing Aids Committee, 2 p.m. 


18 Fri. Journal Board, 2 p.m. 
Marcu 
18 Fri. Journal Committee, 2 p.m. 


Scholarships and Grants in Aid of Scientific 
Research 


Scholarships 


The Council of the British Medical Association is pre- 
pared to receive applications for Research Scholarships 
as follows: an Ernest Hart Memorial Scholarship of the 
value of £200 per annum, a Walter Dixon Scholarship 
of the value of £200 per annum, and three Research 
Scholarships each of the value of £150 per annum. These 
scholarships are given to candidates whom the Science 
Committee of the Association recommends as qualified 
to undertake research in any subject (including State 
medicine) relating to the causation, prevention, or treat- 
ment of disease. Preference will be given, other things 
being equal, to members of the medical profession. Each 
scholarship is tenable for one year from October 1, 1938. 
A scholar may be reappointed for not more than two 
additional terms. A scholar is not necessarily required 
‘to devote the whole of his or her time to the work of 
research, but may hold a junior appointment at a univer- 
sity, medical school, or hospital, provided the duties of 
such appointment do not interfere with his or her work 
as a scholar. 


Grants 


The Council of the British Medical Association is also 
prepared to receive applications for grants for the 
assistance of research in the causation, treatment, or 
prevention of disease. Preference will be given, other 
things being equal, to members of the medical profession 
and to applicants who propose as subjects of investigation 
problems directly related to practical medicine. 


Conditions of Award: Applications 


Application for scholarships and grants must be made 
not later than Saturday, May 7, 1938, on the prescribed 
form, a copy of which will be supplied on application 
to the Secretary of the Association, B.M.A. House, 
Tavistock Square, London, W.C.1. Applicants are re- 
quired to furnish the names of three referees who are 
competent to speak as to their capacity for the research 
contemplated. 


Middlemore Prize 


The Middlemore Prize consists of a cheque for £50 and 
an illuminated certificate, and was founded in 1880 by the 
late Richard Middlemore, F.R.C.S., of Birmingham, to be 
awarded for the best essay or work on any subject which 
the Council of the British Medical Association may from 
time to time select in any department of ophthalmic 
medicine or surgery. The Council is prepared to con- 
sider an award of the prize in the year 1939 to the author 
of the best essay on: “* The underlying causes of glaucoma, 
including notes on the lines of inquiry which have been 
pursued, with suggestions as to future research in clinic 
and laboratory.” Essays submitted in competition must 
reach the Secretary, British Medical Association, B.M.A. 
House, Tavistock Square, London, W.C.1, on or before 
December 31, 1938. Each essay must be signed with a 
motto and accompanied by a sealed envelope marked on 
the outside with the motto and containing the name and 
address of the author. In the event of no essay being of 
sufficient merit the prize will not be awarded in 1939. 


Treasurer’s Cup Golf Competition 


Secretaries of Divisions are informed that the Treasurer's Cup 
Golf Competition, which is open to all members of the British 
Medical Association, will again be held in two stages, and that 
the second (or final) stage will take place on a course near 
Plymouth on Friday, July 22, 1938, during the Annual Meeting. 
The rules and regulations are as follows. 


First Stage 

Entries to be handed in to the Secretary of the member's 
Division. Arrangements for the first stage to be in the hands 
of a special Golf Subcommittee (or failing this the Executive 
Committee of the Division). The form of the competition to 
be settled locally by the Golf Subcommittee (or Executive), 
it having been decided by the Secretaries Conference, 1928, 
that each Division should find its own winner in its own way. 
The handicap under which a member enters should be his 
lowest club handicap (limit handicap 18), and must not be 
altered at any time during the first stage of the competition. 
The first stage of the competition must be completed by June 1, 
1938. In the event of the winner of the first stage not being 
able to compete in the final stage the runner-up (with the 
consent of the local Golf Subcommittee) may compete in his 
stead, in order that the Division may be represented. 


Second or Final Stage (for Sweep and Gratuities) 


The winners of the first or Division stage will play off under 
medal play conditions (handicap) on Friday, July 22, 1938, 
during the Annual Meeting of the Association at Plymouth. 
The handicap allowed for the final stage of the competition 
will be the lowest handicap of the competitor as at July 22, 
1938. The winner to be the player who returns the lowest 
score under handicap. In the event of a tie the winner shall 
be the player who returns the lowest score under handicap for 
the last nine holes. Those entitled to compete in the final 
stage will be advised of the arrangements for that stage. 

All disputes to be settled by the committee responsible for 
the completion of each stage. 


Branch and Division Meetings to be Held 


Batu, BrisroLt, AND SOMERSET Brancu.-—At Bristol, Wednesday, 
January 26, 8.30 p.m. Clinical meeting. 

DersysHike BrRaNcH: BUXTON Division.—At Devonshire Royal 

_ Hospital, Buxton, Tuesday, February 1, 8.15 p.m. Film: “ Use 
of Elastoplast in Modern Surgery.” 

Dorser AND West Hants BrancH: BouRNEMOUTH Division.— 
At Boscombe Hotel, Wednesday, January 26, 8.15 p.m. Dr. 
Russell Brain: ** Exophthalmos.” 

Kenr BrancH: East Kent Division.—At Royal Fountain Hotel, 
Canterbury, Thursday, January 27, 8.45 p.m. Mr. Hamish Nicol: 
“Clinical Aspects of Venereal Disease.” Preceded by dinner at 
7.30 p.m. 

METROPOLITAN COUNTIES BRANCH: KENSINGTON Division.—At 
British Postgraduate Medical School, Ducane Road, W., Friday, 
January 28,°8.45 p.m. Mr. V. B. Green-Armytage: ‘ Hystero- 
Salpingography: The Examination of the Uterus and Fallopian 
Tubes Clinically and Radiologically, and its Bearing on the Treat- 
ment of Sterility in Women.” To be followed by a lantern slide 
demonstration on the same subject by Dr. H. W. Post. 
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Counties Branch: LewisHaM_ Division.—-At 
Lewisham Hospital, S.E., Friday, January 21, 3.45 p.m. Clinical 
meeting. 

METROPOLITAN COUNTIES BRANCH: MaryYLEBONE Division.—At 
11, Chandos Street, W., Wednesday, January 26, 8.30 p.m. Dr. 
D. C. Macdonald will propose that the meeting gives its formal 
consent to the establishment forthwith of a ward in the St. John’s 
Wood area of the Division. Dr. Charles Hill (Deputy Secretary): 
“ The Osteopath and State Registration.” Subsequent speakers 
will include Sir Robert Stanton Woods, Dr. C. B. Heald, Dr. N. J. 
Macdonald, and Dr. Kelman Macdonald. 

METROPOLITAN COUNTIES BRANCH? WANDSWORTH Division.— 
Meeting arranged in conjunction with the London Panel Committee 
at Wandsworth Town Hall, Tuesday, February 1, 9 p.m. Dr. H. 
Guy Dain (Birmingham): ‘“ How Far has National Health Insur- 
ance Practice become more Exacting? ~ All insurance medical 
practitioners in the London area are invited to attend. 

MetropoutraN Counties BrancH: Wootwicu Division.—At 
Royal Herbert Hospital, Woolwich, S.E., Tuesday, January 25, 
2.30 p.m. Air raid precautions lecture by Major-General H. P. W. 
Barrow, Home Office Lecturer for the London Centre. 

NortH OF ENGLAND BRANCH: SUNDERLAND Division.—At Royal 
Infirmary, Sunderland, Tuesday, January 25, 8.15 p.m. Annual 
meeting, election of officers, etc. 

SOUTH WALES AND MONMOUTHSHIRE BRANCH: SWANSEA Division. 
—Thursday, January 27. A surgical paper will be given by Mr. 
W. H. O. Woods. 

WILTSHIRE BraNcH: SatisBury Division. —At the Old Manor, 
Wilton Road, Salisbury, Wednesday, February 2, 3 p.m. Mr. J. 
Bright Banister: “ Emergencies arising during Parturition.” 

YORKSHIRE Branch: Dewssury Division.—At Dewsbury and 
District Infirmary, Friday, February 4, 8.30 p.m. B.M.A. Lecture 
by Sir David Wilkie (Edinburgh): * The Peptic Ulcer Problem.” 

YORKSHIRE BRaNCH: GOOLE AND SetBy Division.—At Londes- 
— Arms Hotel, Selby, Tuesday, January 25, 8 p.m. Annual 
inner. 

YORKSHIRE BraNcH: ROTHERHAM Division.—Tuesday, January 
25. B.M.A. Film of World Tour. 

YORKSHIRE BRANCH: SHEFFIELD Division.—At Church House, 
St. James Street, Sheffield, Wednesday, January 26, 3 p.m. Air raid 
precautions lecture by Dr. K. H. Beverley, Home Office Lecturer 
for the Leeds Centre. 


Meetings of Branches and Divisions 


East YORKSHIRE BRANCH 


The annual dinner of the East Yorkshire Branch was held at 
Hull on December 8, 1937, when Dr. JoHN Morrison pre- 
sided over a gathering of seventy-two members and guests. 
The PRESIDENT proposed the loyal toast, and Mr. Bast. K. 
BARTON the toast of the British Medical Association. Other 
speakers were Dr. N. Gessie. Dr. R. H. Crow rey, Dr. D. 
STENHOUSE STEWART, and Mr. R. C. Moore. 


GIBRALTAR BRANCH 


The annual dinner of the Gibraltar Branch was held at the 
Assembly Rooms on November 18, 1937, with Dr. A. A. 
Russo, the president, in the chair. Fourteen members were 
present, and the function, as usual, was a great success. 

At a meeting of the Branch, held on December 2, the 
chairman, Dr. Russo, read a paper on ~ The Diagnosis and 
Treatment of Typhoid Fever.” He stressed the importance of 
a blood culture in the early days of the disease as facilitating 
diagnosis and enabling treatment to be started earlier. Expert 
nursing was of the greatest importance in treatment. Feeding, 
in his opinion, should not be started too early, as it was often 
followed by relapses. A lively discussion followed in which 
all the members took part, and the meeting terminated with 
a unanimous vote of thanks to Dr. Russo for his address. 


LANCASHIRE AND CHESHIRE BRANCH: PRESTON Division 


At a joint clinical meeting of the Preston Division and the 
Preston Medico-Ethical Society, held at Preston Royal Infir- 
mary on December 14, 1937, Dr. P. B. MUMForD (Manchester) 
delivered a lecture on “Common Diseases of the Scalp and 
their Treatment.” An interesting discussion followed. 


METROPOLITAN COUNTIES Brancn: St. Pancras Division 


A meeting of the St. Pancras Division, with Dr. S. Yare in 
the chair, was held at British Medical Association House on 
November 9, 1937, to discuss “The Place of the Family 
Doctor in the Medical Services of the Country.” 9 Mr. 
Howarp M. StratrorpD described the new publicity policy 
of the Association, which, he thought, was calculated to 
enhance the prestige and value of the profession by counter- 
acting Press sensationalism and by giving a lead to the public 
in health matters. 


Dr. E. A. GreGG, speaking on the question “Can the 
General Practitioner Keep Up to Date?”, urged that pains- 
taking work was of greater importance than “ up-to-date-ness,” 
and regretted that the difficult conditions of general practice 
too often led to practitioners losing “the habit of careful 
routine examination.” He advocated the extension of post- 
graduate facilities, but thought that much could be done by 
doctors keeping clinical records of the cases seen in their 
own consulting rooms. They should be encouraged, he said, 
to make the most use of the clinical material they handled 
daily in conjunction with the local hospital consultants when 
necessary. 

Dr. C. pe W. Kitcat discussed the relation of general 
practice to the public health services, pointing out that the 
creation of every new “special” clinic lost the general 
practitioner income, prestige, and experience. He urged par- 
ticipation by the general practitioner in public health work, 
and commended to the meeting the consideration of three 
alternatives: service in existing local authority clinics; the 
creation of clinics by private practitioners; and an all- 
embracing State medical service. Dr. F. Gray dealt with the 
financial aspect of the problem. How was the family doctor 
to be paid? The competition of the free clinics ruled out 
payment by private fees in respect of a large number of 
patients. The natural solution was the extension of national 
health insurance to dependants, but the recent capitation fee 
award held out littke hope of an arrangement agreeable to 
doctors being made in the near future. In the meantime 
contract practice in the form of the public medical services 
offered a solution for all but the poorest patients. 

After a short adjournment for coffee the meeting resumed 
for discussion. Dr. A. J. CLARKE said the position of general 
practitioners was becoming steadily worse, and the continued 
contraction of their sphere of work by State encroachment 
might place them in a disadvantageous position when, later 
on, agreement between doctor and State on the terms and 
remuneration for a whole-time national medical service came 
to be sought. He looked for reassurance from the Govern- 
ment and from the local authorities on this point. Dr. 
BERTHA TURNER described her experience of the public medical 
service in St. Pancras, and spoke of its value to poorer 
patients and of the excellence of the service's infant care 
pamphlets. 

Dr. M. Raprorb, medical officer of health for St. Pancras, 
reminded the meeting that the injury to the family doctor was 
done twenty-five years ago, when the national health insurance 
scheme, by limiting its availability to the employed person, 
practically took the mothers and children out of the hands 
of the private practitioner and obliged the State to provide an 
alternative service for them. He thought that for the poorer 
section of the community some form of State medical service 
had become essential, and it was for the profession to decide 
whether payment should be by capitation fee or by whole- 
time salary. Dr. DorotHy MASON suggested that it was dis- 
advantageous from the point of view of medical skill and 
interest to divorce treatment from preventive medicine. Dr. 
A. WELPLY advocated the appointment of a Royal Commission 
to inquire into the co-ordination of health services. 

Dr. A. Keith Gipson, Regional Secretary, B.M.A., hoped 
that some of the suggestions put forward would be worked 
out in St. Pancras. With regard to participation in public 
health work, over 500 doctors in private practice, he said, had 
signified ‘heir willingness to co-operate with the London 
County Council midwifery scheme and would undergo 
refresher courses. He thought that much could be done by 
local co-operation. 

Two resolutions were put to the meeting: one asking the 
British Medical Association to define the sphere of activity 
of the general practitioner, and the other asking the British 
Medical Association to prepare a scheme for the co-ordination 
of all medical services. Dr. Gipson pointed out that the 
British Medical Association had already prepared a scheme 
which awaited implementation. He agreed that the delay was 
in large measure due to difficulties connected with finance. 
The first resolution was carried, but after discussion it was 
agreed to withdraw both and to submit instead a report of the 
proceedings to the Branch Council, and to convey therein the 
meeting's sense of the urgency of these matters. 


NortH OF ENGLAND BrRaNncH: BiyTH Division 


At a scientific meeting of the Blyth Division, held at the 
Thomas Knight Memorial Hospital, Blyth, on December 10, 
1937, Dr. Wittiam Hunter (Newcastle-upon-Tyne) gave an 
instructive talk on “Some Points in Precipitate and Prolonged 
Labour.” A useful discussion foowed. 
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NorRTHERN IRELAND BRANCH 


The opening meeting of the Northern Ireland Branch was held 
on November 25, 1937, when Mr. H. L. Harpy Greer, the 
outgoing president, introduced his successor, Dr. T. B. 
Peptow (Lurgan). After speaking of the losses sustained by 
the Branch in the death of members during the past year, 
Dr. Pedlow gave an address on “Some Reminiscences of a 
Country Doctor.” He referred to university life in the 
‘eighties and some of his contemporaries in studies and games, 
and then passed on to describe conditions obtaining in a 
county infirmary in his early medical days, the professional 
work done by his former medical colleague, Dr. J. S. Darling, 
and himself in Lurgan Hospital, and the stages in the develop- 
ment of that institution to the present modern hospital. Dr. 
J. S. Morrow, Dr. G. DouGan (Portadown), and Mr. A. B. 
MITCHELL expressed the thanks of the members for the exceed- 
ingly interesting and lively address, and voiced the delight 
with which they had listened to the humorous stories and the 
dramatic experiences and struggles of the family doctor 
fulfilling the highest traditions of his calling in a rural 
community. 


THE LIBRARY OF THE B.M.A. 


A limited number of surplus copies of standard textbooks, 
excluding the current editions, are available for sale at 
greatly reduced prices. No list is available, but the price 
of any specific book will be quoted on application to the 
Librarian, B.M.A. House, Tavistock Square, London, W.C.1. 

The following books were added to the Library during 
December, 1937: 


Aubrun, W.: L’Etat Mental des Parkinsoniens. 1937. 

Austen, R. E.: Bombyliidae of Palestine. 1937. 

Balyeat, R. M.: Allergic Diseases. Fourth edition. 1936. 
Bedford, T.: Modern Principles of Ventilation and Heating. 1937. 
_ Sale of Food and Drugs. Ninth edition, by R. A. Robinson. 


Binet, L.: Legons de Physiologie Médico-chirurgicale. 1937. 
Booth, H. S. B.: Sterilization and Disinfection by High Steam 
Pressure. 1937 


Brown, K.°M.: Medical Practice in Old Parramatta. 1937. 

Christie, W. F.: Obesity. 1937. 

Cooke, R. G .: Textbook of Chronic Diseases for Nurses. 1936. 

Coomber, HL: ., Movement a Clue to Brain Action. 1937. 

Courville, c. Pathology of the Central Nervous System. 1937. 

Dodson, A. e Synopsis of Genito-urinary Diseases. Second 
edition. 1937. 

Eagle, H.: Laboratory Diagnosis of Syphilis. 1937. 

Eden, T. W., and Holland, E.: Manual of Obstetrics. Eighth 


edition. 1937. 


Froin, G.: Faisceau Energétique et Biologie. 1937. 
Gantt, Ww. >: Russian Medicine. 37 
Gibson, J. E.: Dr. Bodo Otto. 1937. 


oe M. ‘kk: Ethics: a Textbook for Nurses. Second edition. 


Glorieux, P., and Roederer, C.: La Spondylolyse et ses Consé- 
quences. 1937. 
Gottstein, A.: Epidemiologie. 1937. 
Guéniot, A.: How to Live to a Hundred. 1933. 
Heidenhain, M.: Synthetische Morphologie der Niere des Menschen. 


Heilbrunn, L. V.: Outline of General Physiolo 1937. 

Hutton, L.: Single Woman and Her Emotional Problems. Second 
edition. 1937. 

Joslin, E. P.: Diabetic Manual. Sixth edition. 1937. 

Joyeux, C., and Sicé, A.: Précis de Médecine Coloniale. Second 
edition. 1937. 

Kappers, C. U. A., Huber, G. C., and Crosby, E. C.: Comparative 
Anatomy of the Nervous System of Vertebrates Including Man. 
volumes. 1936. 

Koch, aes C.: Practical Methods in Biochemistry. Second edition. 


F.: 
nach der Buchstabenreihe geordnet und gegeniibergestellt den 
eee anatomica des Jahres 1935 (I.N.A.). 1937. 

Lord, : Children Handicapped by Cerebral Palsy. 1937. 

7 ‘Midwifery for Nurses. Second edition. 1937. 

Mindé, M.: In Search of Happiness. 1937. 

Mondor, H.: Les Avortements Mortels. 1936. 

Monsarrat, K. W.: Human Understanding and its World. 1937. 

Morris, M.: Basic Physical Training. 37. 

Morton, R. S.: A Woman Surgeon. 1937. 

Mottram, V. H., and Radloff, E. M.: Foot Tables. 1937. 

Muir and Ritchie’s Manual of Bacteriology. Tenth edition, by 
C. H. Browning and T. J. Mackie. 937. 

Nelson, K., and Sullivan, A.: John Melly of Ethiopia. 1937. 

Osgood, E. ‘s and Ashworth, C. M.: Atlas of Hematology. 1937. 

Partridge, E. j.: Baby's Point of View. 1937. 

Pzgh, W. T. G.: Practical Nursing. Eleventh ‘edition. 1937. 


Die Nomina anatomica des Jahres 1895 (B.N.A.): 


Rongy, A. J.: 
Sauerbruch, F. ., and O'Shaughnessy, L.: 
Schindler, R.: Gastroscopy. 1937. 
—- Ww. C.: Laboratory Studies in Comparative Anatomy. 
37. 
Senning, W. C.: Outline Drawings for Laboratory Studies in 
Comparative Anatomy. 1937. 
Shaw, W.: Textbook of Gynaecology. Second edition. 1938. 
Sherbon, F. B.: Family in Health and in Hilness. 1937. 
Simmonds, R. M.: Handbook of Diets. Second edition. 1937. 
Steen, R. E.: Infants in Health and Sickness. 1937. 
Stewart, I.: Dietetics for the Nurse. 1937. 
betas} M.: Massage and Remedial Exercises. 
II Internationaler Sportirzte-Kongress, Berlin, 
93 


Weiss, H. B.. 
Technic. 
Wiprud, T.: 


Safely Through Childbirth. 1937. 
Thoracic Surgery. 1937. 


Third edition. 


and Isaacs, R.: Manual of Clinical and Laboratory 
Fifth edition. 1937. 
Business Side of Medical Practice. 1937. 


POSTGRADUATE NEWS 


The Fellowship of Medicine announces the following 
courses: chest diseases at Brompton Hospital, January 24 to 
29; gynaecology (suitable for M.C.O.G. candidates) at Chelsea 
Hospital, February 7 to 19; medicine, surgery, and gynaeco- 
logy at the Royal Waterloo Hospital, February 28 to March 
12; proctology at St. Mark’s Hospital, March 7 to 12; 
Primary F.R.C.S. physiology course, Mondays, Wednesdays, 
and Fridays, February 7 to May 13, at 5.30 p.m.: children’s 
diseases at Princess Elizabeth of York Hospital, February 
14 to 19, and at Infants Hospital, February 21 to 26 (both 
courses suitable for D.C.H. candidates); heart and lung 
diseases at London Chest Hospital, Victoria Park, E.. February 
26 and 27 ; urology at All Saints’ Hospital, March 19 and 20; 
fevers at Park Hospital, April 2 and 3. Courses for M.R.C. P. 
candidates are as follows: clinical and pathological at 
National Temperance Hospital, Tuesdays and Thursdays, at 
8 p.m., February 22 to March 10; chest diseases at Brompton 
Hospital, twice weekly, 5 p.m., March 7 to April 2; neurology 
at West End Hospital, every afternoon, March 21 to April 2 
On Wednesday, February 9, at 8.30 p.m., at 1, Wimpole 
Street, W., there will be a debate on the subiect “ That the 
Law on Abortion requires Reform.” Admission will be by 
ticket only, obtainable from the Fellowship of Medicine, 
1, Wimpole Street, W., and the meeting is open only to 
members of the medical profession and of the Medico-Legal 
Society. 

The following lecture-demonstrations have been arranged by 
the South-West London Postgraduate Association to be held 
at St. James Hospital, Ouseley Road, Balham, S.W.: January 
26, Colonel L. W. Harrison, “ Gonorrhoea™; February 2, 
evipan and novocain film: February 9, Dr. C. E. Lakin, 
demonstration of medical cases ; February 16, Mr. V. Zachary 
Cope, “ Actinomycosis ”; February 23, Mr. J. G. Yates Bell, 
“ Pyuria ~: March 2, functional treatment of fractures film ; 
March 9, Mr. E. G. Muir, “Some Minor Disorders of the 


Rectum”; March 15, Mr. P. H. Mitchiner, “ Conservative 
— of Acute Infections.” All the meetings are at 
p.m. 


A series of postgraduate lectures began at the Hampstead 
and North-West London Hospital on January 12, and will 
be continued on Wednesdays at 4 p.m. until March 30. 
Details will be published week by week in the postgraduate 
diary column of the Supplement. 


The Board of Management of St. John’s Hospital for 
Diseases of the Skin, 5, Lisle Street, Leicester Square, W.C., 
intend to transfer the Saturday afternoon out-patient clinic to 
Saturday morning from 9.30 to 11.30, as from May 7. 


WEEKLY POSTGRADUATE DIARY 


BritisH PostGRADUATE MepicaL ScHOOoL, Ducane Road, W.—Daily, 
10 a.m. to 4 p.m., Medical Clinics, Surgical Clinics and Opera- 
tions, Obstetrical "and Gynaecological Clinics and Operations. 
Tues., 4.30 p.m., Prof. Arthur Ellis, Nephritis. Wed., 12 noon, 
Clinical and Pathological Conference (Medical); 2 p.m., Dr. E. J. 
King, Hepatic Function and Jaundice; 3 p.m., Clinical and 
Pathological Conference (Surgical); 4.30 p.m., Dr. Cuthbert 
Dukes, Surgical Pathology of Tumours of the Genito-Urinary 
Organs. Thurs., 2.15 p.m., Dr. Duncan White, Radiological 
Demonstration; 3.30 p.m., Prof. J. Chassar Moir, Anaesthesia 
and Analgesia. Fri., 2 p.m., Clinical and Pathological Con- 
ference (Obstetrics and Gynaecology). 


FELLOWSHIP GF MEDICINE AND POSTGRADUATE MEDICAL Assocta- 
TION, 1, Wimpole Street, W.: St. Peter's Hospital, Henrietta 
Street, W.C.: All-day Course in Urology. Sr. John’s Hospital, 
5 Lisle Street, W.C.: Afternoon Course in Dermatology. 
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CENTRAL Lonpon THroat, Nose anp Ear Hospirat, Gray's Inn 
Road, W.C.—Fri., 4 p.m., Mr. J. D. McLaggan, Acute 
Mastoiditis. 

HampsteaD GENERAL AND NortH-West LONDON Hospitrat.—W ed., 
4 p.m., Mr. A. J. Gardham, Carcinoma of the Tongue. 


Hospirat FOR EpPiILepsy AND Paratysis, Maida Vale, W.—Thurs., 
3 p.m., Clinical Demonstration by Dr. A. Feiling. 


Hospital For Sick Great Ormond Street, W.C.— 
Thurs., 2 p.m., Dr. Wilfred J. Pearson, Infant Feeding: On the 
Bottle; 3 p.m., Dr. R. T. Brain, Some Skin Diseases in Infancy. 
Out-patient Clinics, mornings, 10 a.m. to 12 noon. Ward Visits, 
afternoons, 2 p.m. to 3.30 p.m. 


Lonpon ScHoot oF Dermatotocy, §, Lisle Street, W.C.—Tues., 
S p.m., Dr. L. Forman, Sycosis. Thurs., S p.m., Dr. G: 
Duckworth, Erythemato-squamous Eruptions. 

Si. Georce’s Hospitat Mepicat ScHoo., $.W.—Thurs., 5 p.m., 
Dr. E. T. O. Slater, Psychiatric Dergonstration. 


Sr. Ciinic INSTITUTE OF PHysicaL Mepicine, Ranelagh 


Road, S.W.—Fri., 4.30 p.m., Dr. A. P. Cawadias, Physical 
Medicine in Diseases of the Nervous System. 
SourH-Wesr Lonpon PosrGrapuate AssociaTION, St. James 


Hospital, Ouseley Road, S.W.—Wed., 4 p.m., Colonel L. W. 


Harrison, Gonorrhoea. 


Tavistock Cuinic, Malet Place, W.C.—Mon., 5.45 p.m., Dr. H. V. 
Dicks, Anxiety States. Thurs., 5.45 p.m., Dr. T. W. Mitchell, 
The Latency Period. 


West Lonpon Hospirat Post-Grapuate Hammersmith, 
W.—Daily, 2 p.m.. Operations, Medical and Surgical Clinics. 
Mon., 10 a.m., Dr. Post, X-Ray Film Demonstration, Skin Clinic: 
1l a.m., Surgical Wards: 2 p.m.. Surgical and Gynaecological 
Wards, Eye and Gynaecological Clinics; 4.15 p.m., Mr. Arnold 
Walker, Obstetric Shock. Tues.. 10 a.m.. Medical Wards; 
11 a.m., Surgical Wards: 2 p.m., Throat Clinic: 4.15 p.m., Dr. 
Konstam, Rheumatic Heart Disease. Wed., 10 a.m., Children’s 
Ward and Clinic: 11 a.m., Medical Wards: 2 p.m., Eye Clinic, 
Gynaecological Operations: 4.18 p.m., Mr. Harvey Jackson, 
Surgical Relief of Pain. Thurs.. 10 a.m., Neurological and 
Gynaecological Clinics: 12 noon, Fracture Clinic: 2 p.m., Eye 
and Genito-Urinary Clinics. Fri.. 10 a.m., Medical Wards. Skin 
Clinic: 12 noon, Lecture on Treatment: 2 p.m., Throat Clinic: 
4.15 p.m., Dr. Hudson, Pneumonia. Sar., 10 a.m., Children’s 
and Surgical Clinics: 11 a.m., Medical Wards. The lectures at 
4.15 p.m. are open to all medical practitioners without fee. 


GLasGow PostGRaADUATE MEDICAL AssOcIATION.—At Western Infir- 
mary: Wed., 4.15 p.m., Mr. W. A. Campbell, Affections of the 
Hip-joint. 


DIARY OF SOCIETIES AND LECTURES 


Royal COLLEGE OF SURGEONS OF ENGLAND, Lincoln's Inn Fields, 
W.C.—Mon., 5 p.m., Prof. William E. Underwood, Recent 
Observations on the Pathology of Hydronephrosis. Wed., 5 p.m., 
Prof. J. I. Munro Black, The Lympho-epitheliomata. Fri., 5 p.m., 
Prof. Maxwell Ellis, The Function of the Bronchial Tubes. 


Royat OF MEDICINE 


Section of Odontology —Mon., 8 p.m. Paper by Prof. H. H. 
Stones: An Experimental Investigation into the Association of 
Traumatic Occlusion with Parodontal Disease. Casual Com- 
munication by Mr. A. T. Marston: Relation of the Deciduous 
and Permanent Molars in the Ox. 


Section of Comparative Medicine —Wed., 5 p.m. Discussion: 
Epizootic Adenomatosis, a Lung Disease of Icelandic Sheep. 
Openers, Prof. N. Dungal (Reykjavik), Mr. E. L. Taylor. Paper 
by Mr. R. F. Gordon: Rapid Methods of Diagnosis of the 
Commoner Diseases of Poultry. 


Section of Urology.—Thurs., 8.30 p.m. Papers ¥ Mr. 
Pyrah and Mr. F. S. Fowweather, Renal Calculi, Renal m Mg 
and Hyperparathyroidism: Mr. A. Ralph Thompson, The Nervous 
Element in Urinary Disease. 


Section of Disease in Children.—Fri., 5 p.m. (Cases at 4.15 p.m.) 
Short Communication by Dr. Alan Moncrieff: Diagnosis and 
Treatment of Thymic Enlargement in Infants, with Special 
Reference to Clinical Evidence of So-called Status Lymphaticus. 
Cases will be shown by various members. 


Section of Epidemiology and State Medicine.—-Fri., 8.15 p.m., Paper 
by Dr. P. Stock: Use of Some Lethal Gases in Hygiene. 


Lonpon Universtry.—At University College, Gower Street, W.C., 
Mon., § p.m., Dr. H. R. Ing, Stereo-isomeric Drugs: Homologous 
Series. 


Mepicat Society oF Lonpon, 11, Chandos Street, W.—Mon., 
8.30 p.m. Discussion: Recent Advances in Surgery of the 
Sympathetic Nervous System. To be introduced by Dr. J. C. 
White (Massachusetts), Sir Thomas Lewis, Prof. E. D. Telford, 
and Prof. J. R. Learmonth. 


Mepico-LeGat Socitty.—At 26, Portland Place, W., Thurs., 8.30 
p.m. Major D. P. Lambert: Some Aspects of Medico-Legal 
Work in India. 


Royat INSTITUTE OF PUBLIC ~~" AND HyaGiene, 28, Portland 
Place, W.—Wed., 3.30 p.m. Dr. H. Leslie Oldershaw: History 
of Public Health. 


Royat Insrirution, 21, Albemarle Street, W.—Thurs., 5.15 p.m., 
Mr. T. H. Gillespie, The Film in Biology. ° 


VACANCIES 


All should be fo the 
Advertisement Manager and NOT to the Editor. 


- 


ABERDEEN UNiveRsiTy.—Lecturer in Bacteriology. Salary £500- 
£600 according to qualifications, etc. 


ALTon: Lorp Mayor Tretoar Crippces’ Hospitat.—Third R.M.O. 
(male, unmarried). Salary £150. 


Beprorp County Hospitat.—Hon. Pathologist. 
BEXHILL-ON-SEA: BEXHILL Hospitat.—R.M.O. Salary £150 p.a. 


BIRKENHEAD AND WirRAL CHILDREN’S HospitaL.— 1) Senior R.M.O. 
(2) J.R.M.O. Honorariums £175 p.a. and £90 p.a. respectively. 


BirKENHEAD Genera Hospitat.—(1) Senior H.S. Salary £150 
op eee H.S. (3) H.P. (4) C.O. Salaries £100 p.a. each. 
ales 


BIRMINGHAM AND Skin Hospitat.—Hon., Assistant P. 
BIRMINGHAM: MipLanp Hospirat.—H.S. Salary £200 p.a. 


BLACKBURN County BorouGH.—Assistant M.O.H. and Assistant 
School M.O. (female). Salary £600-£25-£700 p.a. 


BouRNEMOUTH: Royal VicToriA AND West Hants Hospitat.— 
R.M.O. (male). Salary £250 p.a. 

Bury INFiRMaRY.—C.O. (male). Salary £150 p.a. 

CarpirF Royat Salary £200 p.a. 

EasrrourNe: Princess Atice Hospirat.—R.H.S. (male). 
£150 p.a. 

Eastern Dispensary, Leman Street, E.—P. 

FareHaM: Knowrte Mentat Hospitat.—J.A.M.O. (male, un- 
married). Salary £350-£25-£450 p.a. 

GLOUCESTER: GLOUCESTERSHIRE Royat INFIRMARY AND EYE 
INstITUTION.—R.S.O. (male, unmarried). Salary £200 p.a. 

Joint BoarD FoR Tusercucosis.—J.A.M.O. for 
Standish House Sanatorium, Stonehouse. Salary £250 p.a. 

GRANGE-OVER-SANDS: WESTMORLAND Salary 
£250 p.a. 

Guitprorp: Royat Surrey County Hospitat.—(1) Hon. S. and 
Gynaecologist. (2) Hon. S 

HEREFORDSHIRE CouNTy Councit.—Assistant County M.O. and 
M.O.H. Salary £800 p.a. . 


Hospitat FoR Sick CnHitpren, Great Ormond Street, W.C.—(1) 
Non-resident Assistant Pathologist (male). Salary £400 p.a. 
(2) Two Anaesthetists. Honorariums £15 15s. p.a. each. (3) 
Half-time Casualty M.O. (non-resident). Salary £175 p.a. 

Hutt Royat INneirnmMary.—H.S. (male) to the Ophthalmic and Ear, 
Nose, and Throat Departments. Salary €1S0 p.a. 

Ipswich: East SUFFOLK aND Ipswich Hosptrat.—C.O. (male). 
Salary £144 p.a. 

Iste oF WiGHt: Royat Nationa Hospttat FOR CONSUMPTION 
anp Diskasts OF THE CHEST, Ventnor.—Second A.R.M.O. (male, 
unmarried). Salary £200 p.a. 

KeiGHtey District Victoria Hospirat.—Second R.M.O. 
(female). Salary £120 p.a. 

Hospirat, Denmark Hill, $.E.—Assistant P. 

LancasHire County Counci..—R.M.O. (unmarried) for Whiston 
County Hospital, near Prescot. Salary £350 p.a. 

Lancashire Menta Hosptrats Boarp.—Whole-time Deputy 
Medical Superintendent for Brockhall Certified Institution for 
Mental Defectives, Langho. Salary £750-£25-£850 p.a. 

Lancaster County Menrat Hosptrat.—A.M.O. (male, unmarried). 
Salary £500-£25-£600 p.a. 

Leicester Royat INFIRMARY.—Part-time Venereal Diseases Officer 
(female). Salary £350 p.a. 

LiverPoot Disrricr Hospirat ror Diskasts OF THE Heart.— 
H.P. Salary £100 p.a. 

Liverroot: Warertoo anp District General Hospttat.—H_.S. 
Salary £100 p.a. 


Salary 
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VACANCIES AND APPOINTMENTS 


SUPPLEMENT To THE 
BritisH AL JOURNAL 


LONDON HospiraL, Victoria Park, E.—H.P. (male). Salary 


£100 


LONDON eae Councit.—(1) A.M.O. (female) for mental services. 
Salary £470-£25-£570 p.a. (2) A.M.O. (Grade 1) for Grove Park 
Hospital, Lee, S.E. Salary £350-£25-£425 p.a. (3) A.M.O. 
(Grade II) for King George V Saratorium, Godalming. Salary 
£250 p.a. Unmarried. (4) A.M.O.s (Grade 1, unmarried) for (a) 
Lambeth Hospital, S.E., (6) St. George-in-the-East Hospital, 
Wapping, b., (c) St. Mary Abbots Hospital, Kensington, W. (male 


appointment), (d) St. Mary Islington Hospital, N., (e) St. 
——* Hospital, Whitechapel, E. Salaries £350-£25-£425 p.a. 
each. 


LOUGHBOROUGH AND District Hospirat.—Senior H.S. 
(male, unmarried). Salary £150 p 


Matpstone: West Kent Generat Hospirat.—H.P. (male, un- 
married). Salary £175 p.a. 


MancuHester: Ancoats Hospitat.—C.O. Salary £250 p.a. 


MANCHESTER: CuHristie HospiraL aND Hott RapiuM INSTITUTE.— 
R.S.O. Salary £150 p.a. 


ManNcHESTER NortrHern Hosptrat.—Hon. Assistant P. for Children. 


AND District General Hospitat.—H.S. (male). Salary 

MIDDLESBROUGH: NortH Ormessy Hospirat.—R.S.O. (male, un- 
married). Salary £175 p.a. 

NationaL Hospirat, Queen Square, W.C.—H.S. Salary £100 p.a. 

NewcastLe THroat, Nose anp Ear Hospirat.—H.S. Salary £150 
pa. 


NEWCASTLE-UPON-TYNE: HospiraL For Sick CHILDREN.—(1) H.P. 


(2) H.S.s. Salaries £100 p.a. each. 
New ZEALAND: AUCKLAND Hospitat.—(1) Radiotherapist. (2) 
Radiologist. Whole-time appointments. Salaries £1,000-£100- 


£1,200 p.a. each. 


Persian Gute: GOverRNMENT OF BaHrREIN.—Government M.O. 
Salary Rs. 1,400-Rs. 50-Rs. 1,800 per month. 


PLyYMouTH: Prince OF Wates’s Hospirat, Lockyer Street.—H.S. 
Salary £150 p.a. 


PLyMouTH: Prince OF Wates’s Hospirat, Greenbank Road.—H.S. 
Salary £120 p.a. 

PortsMOUTH: RoyaL PortsmMouTH H.P. 
(3) C.O. Males. Salaries £130 p.a. each. 


Queen's Hospttat FoR CHILDREN, Hackney Road, E.—(1) HLS. 
2) C.O. Salaries £100 p.a. each. 


Rapium Insrirute, Riding House Street, W.—R.M.O. (married). 
Salary £250 p.a. 

REDHILL: East Surrey Hospirat.—J.H.S. Salary £100 p.a. 

RocHpDaLe County BorouGH.—J.R.M.O. (male, unmarried) for Birch 
Hill Hospital. Salary £225 p.a. 

Royat Masonic Hospirat, Ravenscourt Park, W.—R.S.O. (male). 
Salary £250 p.a. 

Royal WESTMINSTER OPHTHALMIC HospiraL, High Holborn, W.C.— 
Refraction Officer (male). 


Sr. ALBANS AND Mip Herts Hospitat.—(1) Consulting P. (2) Con- 
sulting S. (3) Neurologist. (4) Orthopaedic S. 

Sr. AtBans: Hitt Enp Hospitat aND CLINIC FOR THE PREVENTION 
AND TREATMENT OF MENTAL AND Nervous Disorpers.—Third 
A.M.O. (female, unmarried). Salary £425-£475 p.a. 

Sr. LEONARDS-ON-SEA: BUCHANAN Hospirat.—Hon. S. 


SHEFFIELD City.—Two A.M.O.s (Grade I, males) for the City 
General Hospital. Salaries £350£25-£450 p.a. 

SHEFFIELD: Jessop HospiraL FOR WoMEN.—Resident Anaesthetist 
(female). Salary £100 p.a. 


SourH Africa: UmtTata Hospitat Boarp.—Senior R.M.O. for Sir 
Henry Ellict Hospital. Salary £600 p.a. 


SourH Arrica: University oF Cape Town.—Senior Assistant in 
the Department of Anatomy. Salary £800-£25-£900 p.a. 


SouTH-EasTerRN HospiraL FOR CHILDREN, Sydenham, S.E.—Hon. 
Pathologist. Honorarium £50 p.a. 


HS. 


South GLoucesTersHire Joint Officer of | 


Health. Salary £800 p.a. 


SoutH Lonpon HospiraL FOR WoMEN, Clapham Common, S.W.— 
H.S. (female). Salary £100 p.a. 

STAFFORDSHIRE County CounciL.—Whole-time A.M.O. for Mater- 
nity and Child Welfare. Salary £600-£50-£800 p.a. 


Surrey Country Councit.—(1) A.M.O. (female). Salary £600-£20- 
£700 p.a. (2) J.A.R.M.O. for County Sanatorium, Milford. 


Salary £250 p.a. 
Ticpury Hospirac.—H.S. (male). Salary £140 p.a. 


Salary 


WakKEFIELD: CLAYTON Hospitat.—H.S. (male, unmarried). 
£200 p.a. 


WALLINGFORD: BerksHiRE Mentat Hospirat.—Medical Superin- 
tendent (male). Salary £950-£50-£1,200 p.a. 

Weir Hospirat, Grove Road, Balham, S.W.—(1) Senior R.M.O. 
(2) J.R.M.O. Males, unmarried. Salaries £250 p.a. and £150 
p.a. respectively. 

West HartLePoot: Cameron Hospitat.—H.S. Salary £150 p.a. 

Wesr_ Ripinc oF Yorkshire Counry Councit.—Senior Assistant 

.O. and Deputy Medical Superintendent (female, unmarried) 
for Scotton Banks Sanatorium. Salary £450-£25-£550 p.a. 

WuircHurcH: Carpire Criry Menrat Hospirat.—H.P. (male). 
Salary £200 p.a. 

WokinG Districr Vicrorts Hospitat.—R.M.O. (unmarried). 
Salary £130 p.a. 


WOLVERHAMPTON: Royat Hospirat.—H.S. Salary £100 p.a. 
Worcester County anp Ciry.—A.M.O. (female). Salary £500-£25- 
£700 p.a. 


Spectatist MepicaL REFEREE UNDER THE WORKMEN'S COMPENSA- 
TION Act, 1925, for dermatological cases arising in the Bradford, 
Keighley, Otley, Skipton, Dewsbury, Wakefield, Halifax, and 
Huddersfield County Courts (Circuit No. 12) and possibly some 
other County Courts. Applications to the Private Secretary, 
Home Office, Whitehali, S.W.1, by February 7. 

CERTIFYING Factory SurGeons.—The following vacant appoint- 
ments are announced: Radstock (Somerset); Cleobury Mortimer 
(Shropshire); Fordoun (Kincardineshire); Callander (Perthshire); 
Dunkeld (Perthshire). Applications to the Chief — of 
Factories, Home Office, Whitehall, S.W.1, by February | 


To ensure notice in this column advertisements must be received 
not later than the first post on Tuesday mornings. 


Notifications of offices vacant in universities, medical colleges, and 
of vacant resident and other appointments at hospitals, will be 
found at pages 43, 44, 45, 46, 47, 48, 49, and 53 of our adver- 
tisement columns, and advertisements as to partnerships, assistant- 
ships, and locumtenencies at pages 50 and Sl. 


APPOINTMENTS 


BinNING, Rex, M.R.C.S., L.R.C.P., Clinical Assistant Anaesthetist, 
Royal Sussex County Hospital, Brighton. 
McCarran, William, M.D., D.P.H., D.P.M., Medical Superintendent, 
Brighton County Borough Mental Hospital, Haywards Heath. 
Motony, C. B., M.B., B.Ch., D.P.M., Medical Superintendent, 
Enniscorthy Mental Hospital, Co. Wexford. 

Wynne. A. T., M.B., Ch.B., B.D.S., L.D.S., Medical Officer (with 
dental qualifications) to the Board of Education. 

ADMIRALTY SURGEONS AND AGenTs.—R. H. er, M.C., M.B., 
B.Chir., for Brentwood; C. B. Lanyon, M.D., for Falmouth. 

Lonpon County Councit.—The following appointment at the 
hospital indicated in parentheses is announced. Deputy Medical 
Superintendent (Grade 11): L. J. M. Laurent, M.D., M.R.C.P. 
(Eastern). 

PapDINGTON GREEN CHILDREN’S HospitaL, W.—Honerary Ophthal- 
mic Surgeon: A. J. B. Goldsmith, M. B.S., F.R.C.S. 
—? Physician to Skin Department: D. B. S. Bruce-Jones, 


West Lonpon’ Hospitat, Hammersmith, W.—Physician to 
Children’s Department: Carlyle T. Potter. M.D., 
Medical Registrar: Wm. A. Elliott, M.B., B-Ch., M. R cP 


CERTIFYING Factory SuRGEONS.—C. S. a M.B., Ch. B., for 
the Bedworth District (Warwickshire); W. J. S. Fitzmaurice, 
M.B., Ch.B., for the Studley District (Warwickshire). 


BIRTHS, MARRIAGES, AND DEATHS 


The charge for inserting announcements of Births, Marriages, and 
Deaths is 9s., which sum’ should be forwarded with the notice 
not later than the first post on Tuesday morning, in order to 
ensure insertion in the current issue. 


BIRTHS 


ARMSTRONG.—At Craigmoor, Mar 
Yorks W.R., on January 15, to 
a son. 


Warts.—At St. Margaret's Nursing Home, Newcastle, on January 
+" _ to Mr. and Mrs. Weldon Watts of 13, Portland Terrace, 
a daughter. 


rison Road, Ben Rhydding, 
r. and Mrs. J. K. Armstrong, 


Pri 
Th 
Na 
As 
Po 
Po 

Tz 
(P 
Be 
Se 
D 
M 
R. 
Pr 
Ex 
H. 
D 
Le 
J. 
W 
Px 
St 
Tl 
M 
W 
Cc 

ye 

th 
I 
th 


